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ABSTRACT 
PERCEPTIONS OF QUALITY ASSURANCE 
IN A PRIVATE REHABILITATION ORGANIZATION 
MAY 1990 
DAVID ARTHUR EVE, B.A., COLLEGE OF WOOSTER 
M.ED., UNIVERSITY OF MASSACHUSETTS 
ED.D., UNIVERSITY OF MASSACHUSETTS 
Directed by: Professor William Lauroesch 
In this age of financial restraint and increasing 
demands on behalf of consumers, quality is becoming an 
essential component of any product or service. While 
this study focuses on aspects of quality within the 
private rehabilitation segment of the health care 
industry, there are lessons that may be applied to the 
field of education. 
As expectations change and teachers become 
increasingly accountable for their students' education, 
issues of quality and cost effectiveness will come to 
light. 
Ideally, quality assurance represents a belief that 
a product or service can exist that satisfies the needs 
and expectations of both the consumer and producer or the 
vi 
service provider. Traditionally, quality assurance 
programs in the health care industry focused either on 
cost containment or risk management. The practitioners' 
perspective regarding quality is often overlooked. 
This study identifies benchmarks of quality based on 
the health care practitioner's perspective. Through the 
administration of a survey, the researcher identified 
four categories of benchmarks that were common to 
physical therapists, occupational therapists, and speech 
pathologists. 
These professional groups identified benchmarks that 
focused on education, communication, attitude, and the 
success of the therapeutic intervention. 
This study has potential for the field of education. 
Like the health care industry, the field of education is 
also evolving. As people become increasingly concerned 
about the quality of their children's education and how 
best their educational dollars are spent, the demands for 
quality assurance within education will increase. 
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PREFACE 
"In the final analysis it is a pair of human 
hands which perform the important operations 
affecting product [service] quality. It is of 
utmost importance . . . that these hands be 
guided in a skilled, conscientious, and quality 
minded fashion." (Feigenbaum, 1961, p.12) 
xv 
CHAPTER I 
INTRODUCTION 
Statement of Problem 
Overall Importance of Quality Assurance 
Quality is very important to business in the United 
States. However, quality was not an issue until the 
Japanese and European markets grew to the point of 
becoming a threat to U.S. markets (Garvin, 1988). Since 
consumers have become increasingly value minded when it 
comes to investing their dollars in a product or a 
service, many business markets use quality as a major 
selling point for their products (Berry, Zeithaml, & 
Parasuraman, 1985) . 
During the 1960s, quality assurance programs were 
encouraged by the Health Insurance Association of America 
(HIAA). The HIAA believed it was in their commercial 
carrier's best interests to implement quality assurance 
programs in conjunction with their utilization review 
programs to make sure that the payment system was not 
being abused (Lohr & Brook, 1984). 
By the 1970s, the Department of Health and Human 
Services (DHHS) funded a program that focused on the 
utilization review and quality assurance aspects 
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surrounding medical services paid for through third party 
billing. The primary concern of this program was cost 
containment (Brook & Lohr, 1984). 
In 1972 the Federal government, being the primary 
third party payer for medical services, passed 
legislation that mandated quality assurance activities as 
a means for cost containment in the medical field. With 
the passage of Public Law 92-203, all hospitals were 
required to perform utilization reviews and implement 
quality assurance programs that would be self-policing to 
help curb rising medical costs (Carroll, 1984). 
Unfortunately, in all of these cases quality 
assurance has been used primarily as a means for cost 
containment while its other benefits have been 
overlooked. For example, quality assurance programs 
could be an effective tool for up-grading medical 
services. 
Ideally, quality assurance represents a belief that 
a product or service can exist which satisfies the needs 
and expectations of both the consumer and the producer or 
service provider. In the health care industry there is a 
third perspective concerned with quality: The funding 
source. Most of the current quality assurance programs 
in the health care industry focus primarily on the needs 
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of the funding source in defining quality; few of these 
health care programs have been effective in meeting the 
expectations and needs of consumers and providers. 
The funding sources' primary concern about quality 
focusses on the cost effectiveness of the program. 
Typically, their interest is in obtaining maximum 
benefits for minimum costs. Quality, as defined by the 
funding source, usually consists of strict adherence to 
minimal compliance guidelines regardless of the needs of 
the individual client. Any deviation from minimum 
compliance on the part of the practitioner can result in 
non-reimbursement for the services that have been 
provided. Within this atmosphere, services, treatment, 
and benefits tend to be evaluated on a monetary basis, 
and quality is thought of in the context of whether or 
not it meets minimal compliance. 
On the other hand, the service providers' definition 
of quality is often governed by the ever-present threat 
of malpractice litigation. The results of intervention 
and treatment are often lost within the defensive nature 
of this perspective. In order to defend against 
malpractice claims, the service provider often tries to 
cover all available options, and leaves a heavily 
4 
documented trail describing the procedures and services 
that have been provided. 
From both of these perspectives, client benefits are 
not the primary concern; at best, their benefits are 
secondary to fiscal or legal concerns. Nevertheless, 
cost containment and risk management are related to 
quality assurance since the level of quality can be 
influenced by the amount of money spent. In this 
context, cost containment and risk management could be 
utilized as upper and lower limitations on a monetary 
continuum. At the lower end of the continuum there would 
be minimal compliance, and at the upper end there would 
be a level of risk management that attempts to protect an 
organization from litigation. However, neither of these 
measurements of quality focuses on the outcome for the 
client. 
It is the researcher's judgement that although many 
people believe they recognize quality when they see it, 
they are unable to define accurately what quality is 
before they see it. Accordingly, a universal definition 
of quality is difficult to piece together. Quality must 
be defined as it applies to a specific environment, 
process, or product. Quality, as a universal concept, 
may be measured accurately only in isolated environments 
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there may be no universal benchmarks by which to measure 
it. Common sense tells us that what defines a car as 
& quality product cannot be applied to a teacher 
and his teaching technique, or a doctor and her medical 
technique. 
A major difficulty in the health care industry is 
that the perspective of individual health practitioners 
is not included in discussions regarding quality. In 
place of this input, an outside expert's perspective is 
often superimposed, and this tends to limit a 
comprehensive view of quality, restrict the therapeutic 
options available to health care practitioners, and 
discourage the personal investment of these practitioners 
due to their lack of involvement in the discussions. 
The concerns of therapists (Physical Therapists, 
Occupational Therapists, and Speech Pathologists) focus 
primarily on the well being of the client. Thus, it is 
the researcher's belief that one possible source of 
definitive benchmarks of quality may be obtained from 
therapists who can focus their expert opinion on issues 
of quality services. By documenting the therapists' 
perspective of quality services, definitive benchmarks of 
quality may be identified that provide an alternative 
view of quality based on an insider's expertise. The 
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development of these benchmarks will add a new dimension 
to the cost containment/risk management continuum. 
Definitions of Quality Related Terms 
The term quality is typically defined by its various 
uses. It is important that the reader understands the 
subtle differences among the terms quality assessment, 
quality control, and quality assurance. From these 
terms, a working definition of quality assurance as it 
applies to private rehabilitation agencies will be 
derived for use in this study. 
Quality. The most frequent definition used to 
describe quality is as a value judgement of "good" vs 
"bad" (King, 1987, p. 27). If this definition is used, 
there is no single method that can guarantee the 
measuring of quality. However, if a definition of 
quality describes the attainment of specific goals, 
quality can be measured. Because quality is determined 
by judging the end result, it is not affected by 
utilizing different methods that are adapted to a given 
situation as long as the goals remain the same (Kaplan & 
Hopkins, 1981). 
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Quality Assessment. Quality assessment involves an 
isolated measurement of the quality of a process or 
product at a specific point in time. Thus, quality is 
determined by the adherence of a process or product to 
predetermined specifications. This type of evaluation 
does not focus on improving the efficiency or the 
procedure involved in the development of a product, but 
it might be utilized as a means of checking the 
consistency of a process or procedure. 
Quality Control. Quality control focuses on the 
consistency of a product. A positive feedback loop is 
developed so that information obtained during a quality 
assessment check is assimilated and acted upon. The 
process or product is examined at close intervals, and 
any deviation from the physical specification determined 
by previously set standards can be corrected so that a 
quality product can be maintained. 
Quality Assurance. The Joint Commission on the 
Accreditation of Hospitals (JCAH) defines quality 
assurance as "a system to evaluate and monitor the 
quality of patient care and the quality of facility 
management" (cited in Pena, Haffner, Rosen, & Light, 
1984, p. 199). The primary goal of hospital-based 
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quality assurance is to improve the quality of patient 
care and to monitor the performance of health care 
professionals who are involved in the delivery of health 
services (Pena et al., 1984). 
Importance of Quality Assurance in Private Rehabilitation 
Organizations 
Quality assurance is becoming increasingly important 
in that segment of the health care industry where private 
rehabilitation organizations provide occupational 
therapy, physical therapy, and speech pathology services 
on a contractual basis to institutions and other 
facilities. These private organizations tend to rely 
primarily on information obtained from those contracting 
organizations if they develop quality assurance programs 
at all. There is little evidence that any of these 
private rehabilitation organizations have included the 
professional judgement of their therapists in defining 
criteria for quality services. Information from 
therapists could be used to supplement the external 
standards and regulations as well as the considerations 
of the contracting organization that form the basis for 
many of the quality assurance programs currently in use. 
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Another way of describing it is that therapists are 
currently monitored by state and federal regulations as 
well as the procedures and expectations of the 
contracting site. The primary focus of an external 
monitor tends to be on documentation, frequency of 
occurrence, and timeliness of the implementation of the 
provided treatment. Monitoring the appropriateness of 
the treatment or the outcome tends to be secondary and 
limited by fiscal restraints, site staffing, and the 
motivation and personal investment of the site staff. 
Beyond these periodic evaluations, the therapists' views 
are not included in the discussion of quality services. 
Estimates of the quality of services obtained from a 
private provider organization are usually derived from 
the auditing of paperwork. Whereas this procedure may 
provide an accurate picture of a therapist's ability to 
complete paperwork and provide documentation of minimal 
compliance, it provides little insight into the quality 
of the therapist's performance. This could be a result 
of the impersonal nature of the documentation process as 
well as the therapist's lack of personal investment in 
that process. 
The therapist's performance and personal investment 
be best clarified and encouraged through a may 
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combination of unstructured interview and questionnaire 
surveys focusing on the therapist's perspective regarding 
quality care. As stated before, there is currently very 
little written on therapists' views of quality care. If 
the various perspectives of therapists were documented, 
what would quality services look like? Could this 
information be utilized as a basis for developing 
instruments that could be used to assess the quality of 
work environments? 
Therapists have their own views and attitudes 
towards quality services. What is it that therapists 
label as quality? Are these perspectives consistent 
within different settings (i.e., schools, residential 
programs, and nursing homes)? What about between 
specialties? How are the Speech Pathologists' 
perspectives on quality similar or different to those 
provided by the Occupational Therapists or Physical 
Therapists? 
How would the inclusion of therapists' views affect 
the quality of services as defined by the on-site 
expectations and federal regulations as well as consumer 
satisfaction considerations? What impact would the 
inclusion of this information have on the development and 
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refinement of a quality assurance program for private 
rehabilitation organizations? 
Once the perspectives of therapists have been 
documented and analyzed, benchmarks may be identified by 
which quality can be accurately measured and duplicated. 
Through these benchmarks, a comprehensive quality 
assurance program may become attainable via the inclusion 
of the therapists' definition of quality in the overall 
definition of quality. 
Descriptions of Typical Therapy Services Provided by 
Private Rehabilitation Organizations 
Occupational Therapy. An Occupational Therapist 
(OT) is responsible for the planning and directing of 
educational, vocational, and recreational activities for 
physically and mentally disabled patients. Their main 
goal is to help physically, mentally and emotionally 
disturbed individuals lead the most productive lives 
possible in the least restrictive environment 
(Occupational Outlook Handbook, 1984, p. 102). 
Physical Therapy. A Physical Therapist (PT) is 
responsible for habilitating or rehabilitating the 
patient who suffers from disorders, disability, defect, 
disease, or injury. Once an evaluation has taken place, 
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a PT is responsible for developing a specific program for 
an individual client which will minimize the amount of 
damage and induce strength and flexibility (00H., 1984, 
p. 124) . 
Speech Pathology. A Speech Pathologist (SP) works 
with individuals who have problems with various language 
disorders resulting from total or partial hearing loss, 
brain injury, learning disability, cleft palate or other 
afflictions that affect speech. Once the disorder is 
identified, the SP develops a program of treatment to 
meet the needs of the individual client (00H, 1984, p. 
179) . 
Statement of Purpose 
The purpose of this exploratory study has been to 
find out if there is sufficient agreement among 
rehabilitation therapists as regards indicators of 
quality to add this perspective as a dimension of quality 
assurance in a system that currently relies primarily on 
cost containment and risk management to set standards. 
Incorporating the findings obtained from the therapists 
into a quality assurance program could provide a greater 
assurance of quality for private rehabilitation 
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organizations, as well as meet the expectations and needs 
of the consumer and provider within the guidelines set by 
a funding source. This process will be assisted by: 1) 
identifying some definitive benchmarks of quality (i.e., 
concrete manifestations of quality that can be identified 
and measured), and 2) obtaining information from 
therapists regarding their perceptions of these 
definitive benchmarks of quality. 
Procedure 
Specific procedures to be used in carrying out this 
research will include the following: 1) identification of 
definitive benchmarks of quality from the literature; 2) 
incorporation of the benchmarks into the design of an 
unstructured interview guide for therapists; 3) use of 
the interview guide to gather data from a select group of 
Occupational and Physical Therapists, and Speech 
Pathologists; 4) analysis of the date from these 
interviews for use in the development of a questionnaire, 
5) administration of a draft copy of the questionnaire to 
a select group of therapists in order to obtain feedback 
on structural and content issues; 6) use of this feedback 
to refine the questionnaire; 7) distribution of the 
questionnaire to all Physical and Occupational 
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Therapists, and Speech Pathologists in a private 
rehabilitation organization; 8) analysis of the 
questionnaire data; and 9) the drawing together of 
conclusions and recommendations from this research. 
Significance of Study 
This study would add to the limited literature and 
research that has been carried out in this area. 
Although quality assurance has been applied to other 
components of the health care industry, it has had 
limited application in private rehabilitation 
organizations. However, given the exploratory nature of 
this research, it is likely that more questions will be 
developed than solutions or specific answers provided. 
It is essential that questions regarding the application 
of quality assurance be raised if private rehabilitation 
organizations are to continue providing quality services. 
Private rehabilitation organizations also will 
beneficial in the recruitment process used by private 
rehabilitation organizations. Through a better 
understanding of what therapists are looking for, the 
recruiter as well as agency administrator will be in a 
better position to focus on specific needs and interests 
of the therapist. 
15 
In addition, the increased awareness of the issues 
surrounding the various disciplines will enable 
administrative staffs to remain better informed as to the 
needs of their workforce. This will be valuable in 
making informed decisions regarding benefit packages and 
employee interests. 
Limitations of Study 
This study provides the researcher with an 
opportunity to apply concepts and ideas to a new setting. 
Accordingly, exploratory research does have its 
limitations. Perhaps the most prominent is the lack of 
literature on quality assurance as it applies to private 
rehabilitation organizations. In developing definitive 
benchmarks for quality services from the literature and 
using these benchmarks to determine therapists' 
perspectives, this study will be exploring new territory. 
Another limitation of the study is its focus on the 
professional judgement of the therapists in one private 
rehabilitation organization. Additional studies would be 
required to see if the definitive benchmarks developed 
and applied in this study could be utilized by other 
groups. 
Organization of Study 
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This study is divided into five chapters. Chapter I 
provides an introduction to and overview of the study. 
It includes the statement of the problem, the statement 
of purpose, a description of the procedures used, the 
significance of the study, definitions of the quality 
related terms utilized, descriptions of the therapy 
groups, the limitations of the study, and an explanation 
of how the study is organized. 
Chapter II focuses on a review of the literature. 
It includes an introduction as well as an overview of 
quality control, statistical process control, and quality 
circles; histories of quality up to 1960 as well as in 
the 1960s, 1970s, and 1980s; the debate about the 
measurement of quality; the importance of administrative 
roles in assuring quality; the cost of quality assurance; 
and problems regarding quality assurance. 
Chapter III describes and explains the design of the 
study. It contains an introduction as well as 
descriptions of the purpose of the study, the research 
methodology utilized, the study population, the 
procedures for administering the survey, and the 
organization of the data. This Chapter also contains 
explanations about how the survey instrument was 
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developed, issues of validity and reliability, how the 
return rate was maximized, and how anonymity was assured. 
Chapter IV presents and analyzes the data. This 
chapter includes an introduction, twenty-eight tables to 
present the quantitative data and narrative to introduce 
the qualitative data. The analysis is divided into three 
sections. The first section analyzes the demographic 
questions, the second section analyzes the therapists as 
a collective group, and the third section analyzes the 
therapists as three separate professional groups. 
Chapter V summarizes the study as well as outlines 
the conclusions and suggests recommendations. 
CHAPTER II 
REVIEW OF LITERATURE 
Introduction 
Quality assurance programs have emerged that focus 
on the actions of the individual employee while 
overlooking the actions of the employees as a group. 
Cther programs focus only on group behavior and ignore 
the individual. The criteria used in the quality 
assessment process are often too vague with respect to 
standards, or they are too specific and have no 
flexibility. This inability to adapt quality assurance 
objectives to specific criteria often results in 
inadequate quality assurance programs that are unable to 
affect change in the current system. 
Chapter II presents a review of the literature on 
the emergence of quality assurance programs. Because the 
evolution of quality control and quality circles are so 
closely intertwined with the evolution of quality 
assurance, their histories also have been included in 
this Chapter. 
18 
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Quality Control 
Quality control was not needed until the 19th 
Century. Up until that time individual craftsmen 
produced a limited number of goods by hand, and the 
skills required for making the goods were passed down 
through the generations. The quality of the product was 
determined by the consumer (Garvin, 1988; Feigenbaum, 
1961) . 
Operator quality control was introduced and became 
dominant during the 19th Century. As the large 
manufacturing shops emerged, the individual machine 
operator was responsible for the product from start to 
finish. Accordingly, they were in charge of quality 
control (Garvin, 1988; Feigenbaum, 1961) . 
After the turn of the century and the development of 
the assembly line, which has become a basic part of 
modern factories, the individual operator no longer 
oversaw the production of the product from start to 
finish. The foreman became responsible for quality 
control (Garvin, 1988; Feigenbaum, 1961). 
Prior to and during World War I and all the way 
through the 1920s and into the early 1930s, the demands 
on industry to increase their production rates continued 
Manufacturing became more complex with larger to rise. 
20 
numbers of people who were reporting to a production 
foreman. This made it difficult for that person to both 
oversee production and quality control. The evolution of 
the inspection superintendent transferred the task of 
inspection away from the production foreman (Feigenbaum, 
1961) . 
World War II brought about mass production to a 
degree previously unseen. It became increasingly more 
difficult for inspectors to study each piece of material 
that was produced. Although the introduction of 
statistical quality control made inspection quality 
control easier and more efficient, the inspection still 
took place on the shop floor and focused on the final 
product (Feigenbaum, 1961). 
Statistical quality control had a major impact on 
the consistency of the final product. W.E. Deming, who 
was greatly influenced by Walter Shewhart (Shewhart's 
work will be described in further detail in the section 
on Bell Laboratories), pioneered the application of 
statistics to the assessment of industrial quality 
(Walton, 1986). W.E. Deming was a part of a quality 
control think tank, set up at Stanford University by the 
War Department during the Second World War, to teach and 
pursue the development of the concept of quality control 
21 
Many of the ideas regarding statistical quality control, 
which came out of the think tank group, became required 
procedures for defense contractors who had contracts with 
the government (Halberstam, 1987). 
Immediately following the Second World War, many 
industries believed that the high demands for quality 
control were no longer needed. The United States emerged 
from the war with its industries completely intact, while 
the industries in Europe and Japan were in ruins. The 
American companies did not have to worry about quality 
because of a lack of foreign competition (Halberstam, 
1987) . 
In 1951 Joseph Juran published his Quality Control 
Handbook. He made the observation that quality control 
could be broken down into either avoidable costs, 
associated with product defects and failures, and 
unavoidable costs, which were the costs of prevention and 
inspection (cited in Juran, 1962) . It was in his books 
that he attempted to determine how much quality was 
enough (Garvin, 1988). 
A major step in the evolution of quality control was 
the development of total quality control by Feigenbaum. 
He defined total quality control as "an effective system 
for integrating the quality development, quality 
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maintenance and quality improvement efforts of the 
various groups in an organization so as to enable 
production and service at the most economical levels 
which allow for full customer satisfaction" (1961, p. 
12) . Quality control in this form no longer limited 
itself to the inspection of the final product, it took 
into consideration the process of production. He said, 
"the first principle is to recognize that quality is 
everybody's job" (Feigenbaum, 1961, p. 12). 
In addition to the works of J. Juran and A. 
Feigenbaum, reliability engineering also emerged during 
the 1950s. Reliability engineering was heavily based on 
probability theory and statistics. The primary focus of 
reliability engineering was the assurance of acceptable 
performance over time. Reliability engineering, like 
quality control, focused on getting the job done right 
the first time. The need for reliability engineering 
emerged from a study completed by the Rand Corporation. 
It was determined that for every vacuum tube the United 
States Navy had in use, the failure rate was so high that 
it had to be backed up by nine spare vacuum tubes in 
warehouses and on order (Garvin, 1988). 
During the early 1960s, the Martin Company came up 
with the idea of zero defects. Unlike reliability 
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engineering with the focus on production, zero defect 
focus was on management and employee expectations. This 
particular program was based on a theory: The employees, 
if properly motivated and with adeguate training, could 
produce products without any defects the first time 
around (Garvin, 1988). 
Today, quality control is frequently defined in the 
literature as the application of mathematical, 
statistical, analytical, or supervisory techniques that 
are integrated with procedures or studies by appropriate 
units of line and staff in order to insure optimum levels 
of production or services. In addition to sound 
technological methods, effective human relations is an 
essential component for successful quality control 
(Banki, 1986; Feigenbaum, 1961). 
Feigenbaum's concept of Total Quality Control has 
continued to grow and develop into the 1980s. It is 
interesting to note that in the latest edition of his 
book, he has attempted to address many of the earlier 
short comings of quality control and quality assurance. 
His major focus in total quality control is the 
recognition of organizational involvement in obtaining 
quality. Quality assurance and quality control have bee 
combined through Feigenbaum's continued efforts. He has 
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gone beyond the implementation of quality assurance 
theories and techniques, and now focuses on grounding 
quality concepts and practices throughout the structure 
of an organization. 
Statistical Process Control 
In 1900 there were 6000 telephone companies in 
existence within the United States. A direct result of 
there being so many individual companies was that there 
were telephone wires everywhere. It was not an uncommon 
event to have a customer receive several bills for a 
single call outside of the customer's telephone system. 
The customer would be billed separately by all the phone 
companies whose telephone lines had been used in routing 
the customer's call (Bernstein, 1984). 
By 1907 over one half of the telephone companies 
were brought together as a part of the Bell Telephone 
Network. Nevertheless, problems still existed because of 
the number of separate companies involved which, in turn, 
continued to result in numerous dissatisfied customers 
(Bernstein, 1984) . 
Bell Laboratories was established in September of 
1924. They were owned by AT&T, and the products produced 
in the laboratories were utilized by Western Electric, 
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the manufacturing component of Bell Systems (Garvin, 
1988; Bernstein, 1984). W.A. Shewhart, while working at 
the Bell Laboratories, developed statistical process 
control. He was interested in developing a means for 
attaining standardization and uniformity in the growing 
nationwide telephone network. A majority of the 
attention was given to the complex equipment being built. 
The Inspection Engineering Department was established at 
Western Electric, which later became the quality 
Assurance Department of Bell Laboratories, to determine 
how maximum information could be derived from a minimum 
amount of inspection data (Garvin, 1988). 
Shewhart defined both upper and lower acceptable 
limits for random variation that occurs during 
production. The workers were then trained to chart their 
own production results and make any minor adjustments in 
the production process, thus, giving them greater control 
in their work environment (Walton, 1986; Shewhart, 1939). 
Elton Mayo conducted experiments in which the 
correlation between working conditions and production 
rates was examined. He found that the 46,000 employees 
of Western Electric, whose work environment could best be 
described as a sweatshop, were not motivated by the 
practice of being paid by piecework. In addition, the 
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employee would be docked pay if a piece failed 
inspection. It was determined that this was neither the 
most productive nor popular work environment. In fact, 
it was common knowledge among management that it was 
unsafe to be on the stairwell when the whistle blew to 
announce the end of a shift; the employees could not 
leave the work place fast enough (Walton, 1986). 
Today, quality control represents an effective 
system that integrates quality development, maintenance, 
and improvement from all areas within an organization. 
The optimum result is a product in which its quality can 
be measured against predetermined standards (Finch, 1985; 
Mali, 1981). ,, 
Quality Circles 
Traditionally, small companies have had closer 
relations between owners and employees. This has enabled 
quality circle climates to exist naturally. In the 1890s 
Zeiss utilized worker input to solve the manufacturing 
and technical problems of making precision handcrafted 
lenses (Ingle, 1982). 
As early as 1940, Walt Disney utilized employee 
input to address problems. He would often call employees 
and their families together for problem solving or input 
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sessions. He felt that the combined efforts would bring 
to light solutions that might normally have been 
overlooked (Ingle, 1982) . 
During the 1950s Sidney Rubenstein started a program 
called Participative Management Systems. The concept of 
Participative Management Systems was very similar to that 
of quality circles developed in the 1960s. Employees and 
management would work together to solve company problems 
(Ingle, 1982) . 
Following the Second World War and the decline of 
the demand on industry for quality control, W.E. Deming 
became a statistician at the U.S. Census Bureau. He was 
recruited by the Supreme Command for the Allied Powers 
(SCAP) to assist the Japanese with the improvement of 
their census capability. It was during one of these 
trips to Japan that he was introduced to the Japanese 
Union of Scientists and Engineers (JUSE) (Walton, 1986). 
JUSE evolved out of the need for the reorganization 
and reconstruction of Japanese industry. SCAP believed 
that the Japanese could benefit from the statistical 
process control methods developed by Shewhart in the Bell 
Laboratories and used by United States industries during 
Deming was asked to deliver a lecture on the the war. 
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topic of statistical process control to JUSE (Walton, 
1986) . 
In 1962 K. Ishikawa of Tokyo University, a former 
president of JUSE, developed the idea of Quality Circles 
that included small groups of management and employees. 
His ideas were greatly influenced by Deming's lecture on 
statistical quality control and the opportunity for 
worker participation in the process of improving the 
quality of the product. It is in these employee centered 
groups that workers and management serve as project teams 
with a common goal of improving the output quality and 
the relationship between workers and management in 
factories. He. believed that company goals can best be 
achieved when there is a harmonious relationship between 
the values, goals, and expectations of management and the 
employees (Garvin, 1988; Banki, 1986; Walton, 1986; 
Finch, 1985; Goldberg & Pegels, 1984; Fallon, 1983) . 
(See Appendix A for Fallon's detailed list of quality 
assurance prerequisites.) 
Quality circles consist of small groups of workers 
and managers who meet with upper management. The optimum 
size is less than a 20:6 ratio. The activities of each 
group are coordinated by a leader who utilizes group 
dynamics and who focuses the attention of the group on 
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problem solving through a combination of discussion, 
brainstorming, reaching possible solutions, and 
recommending new practices. The problems that are 
addressed include the improvement of production rates, 
cost reductions, and guality control. These interactions 
occur on a weekly basis and focus on continual 
developments and ongoing problems (Finch, 1985; Goldberg 
& Pegels, 1984; Fallon, 1983). These groups function on 
the premise that nobody knows more about the requirements 
and problems of a job than the people who are directly 
involved (Goldberg & Pegels, 1984). 
Recently, when quality circle concepts were applied 
to a large physical therapy department, it was shown that 
quality circles can work outside of industry. Carolinas 
Hospital and Health Services, Inc. (CHHS) provide 
technical and professional resources to local hospitals. 
They developed a quality circle program to cut back on 
some of the service delivery problems (Goldberg & Pegels, 
1984) . 
The CHHS quality control program was the target of 
an 18 month study of a large physical therapy department. 
The quality of the services as well as productivity and 
morale were raised. People understood what was expected 
of them so that they could perform accordingly (Goldberg 
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& Pegels, 1984). Usually, quality circles did not meet 
with success in the United States because company goals 
are not the number one issue among employees in American 
companies (Fallon, 1983). 
History of Quality Assurance to 1960s 
Quality assurance has an interesting history in 
medicine and health care. It is important to point out 
that the historic activities of and quests for quality 
medical care do not necessarily constitute quality 
assurance as that concept is commonly understood today. 
It is only since 1960 that quality assurance has become a 
distinct entity (Green & Attkisson, 1984; Lohr & Brook, 
1984) . 
Perhaps the oldest example of an active quality 
assurance program occurred between 2000 B.C. and 1800 
B.C.. During King Hammurabi of Babylon's reign, 
physician accountability was taken quite seriously; a 
physician could suffer mutilation for a mistake in his 
medical treatment. For example, if a nobleman-patient 
died or lost his sight as a result of a surgeon's medical 
intervention, the surgeon would sacrifice a hand (Lohr & 
Brook, 1984; Batalden & O'Connor, 1980; Egdahl & 
Gertman, 1976). 
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Hippocrates, who lived sometime between 460 and 377 
B.C., is another historic promoter of quality medical 
care. He purportedly said, "Life is short, and the art 
long, the occasion fleeting, experience fallacious, and 
judgment difficult, the physician must not only be 
prepared to do what is right himself, but also to make 
patients, the attendants, and the externals cooperate 
(Batalden & O'Connor, 1980, p. 1:1). One segment of the 
Hippocratic Oath is even more direct; it points out that 
. above all, do no harm" (Lohr & Brook, 1984, p. 
587) . 
The Visigoth culture which existed in the south of 
France around 500 A.D. and in Spain around 700 A.D. had 
very high medical standards. The physician was required 
to pay a security fee to the patient's family prior to 
the start of his treatment. If the patient died as a 
result of the treatment, the fee was lost and the 
physician would have reason to mourn with the family over 
the loss. If the treatment was a success, the security 
fee would be returned, and the patient would pay the 
physician's predetermined fee (Batalden & O'Connor, 
1980) . 
Florence Nightingale was determined to improve the 
conditions of the care delivered to British soldiers 
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during the Crimean war in the early 1800s. She developed 
a uniform format for data collection and evaluation of 
hospital statistics. Nevertheless, even though her data 
showed that mortality rates varied from hospital to 
hospital, her suggestions were unheeded for 40 years 
(Lohr & Brook, 1984; Batalden & O'Connor, 1980; Graham, 
1982). 
In the 1850s Abraham Flexner attempted the first 
quality assessment of medical education. He was 
interested in investigating the consistency of the 
procedures taught in medical schools across the United 
States. In his report to the Carnegie Foundation for the 
Advancement of Teaching, he described the medical 
training system as dismal (as cited in Lohr & Brook, 
1984; Williamson, Hudson, & Nevin, 1982; Young, 1982; 
Batalden & O'Connor, 1980). 
During the 1860s a study compared the size of a 
hospital to the probability of surviving an amputation. 
It was determined that the larger the hospital, the 
greater the case fatality rate (Egdahl & Gertman, 1976). 
The benefits of surgical intervention were of 
interest to E.W. Groves and Robert Morris in 1908. They 
urged surgeons to compile death and recovery rate 
statistics so that they could determine the effectiveness 
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of various surgical procedures (cited in Batalden & 
O'Connor, 1980) . Edward A. Codman used the findings of 
Groves and Morris's theoretical framework to promote his 
own beliefs that physicians had a responsibility to 
assess the outcome of their patients' treatment (cited in 
Lohr & Brook, 1984; Batalden & O'Connor, 1980). 
When Codman left Massachusetts General Hospital in 
1912, he opened his own hospital. It is likely that he 
was asked to leave because of his protests over a system 
of promotions and honors based on everything but medical 
competence. It was in this environment that he developed 
the first system of outcome assessment for his patients. 
Every patient, that he treated between 1912 and 1916 was 
followed up, and the results of the treatments were 
reviewed and rated. It was these procedures that 
influenced the formation of the American College of 
Surgeons (cited in Young, 1982; Batalden & O'Connor, 
1980) . 
In 1916 J.B. Bowman, the first director of the 
American College of Surgeons (ACS) founded in 1913, began 
a survey of hospitals in the United States and Canada. 
He was interested in determining how different hospitals 
handled a common surgical procedure. The comparison was 
made through the use of process criteria involved with 
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performing an appendectomy. However, with the belief 
that public interest would be better served if the 
findings were left untold, the ACS destroyed the findings 
of the report (cited in Crosby, 1982; Batalden & 
O'Connor, 1980). 
During World War I the ACS developed a single page 
of minimum standards for the organization and structure 
of hospitals. It was now felt that the patients in field 
hospitals would benefit from the minimum standards 
(Crosby, 1982; Batalden & O'Connor, 1980). 
Between the years from 1920 to 1950, there were very 
few studies performed that addressed the issue of the 
quality of care in a medical setting (Egdahl & Gertman, 
1976). There are several studies that should be 
mentioned: The first was a result of the rapid 
acceptance of psychoanalytic theory and techniques in 
mental health circles. The attainment of quality was the 
focus of intensive long-term supervision and training 
programs (Young, 1982) . The second was requested by 
President Franklin Delano Roosevelt when he considered 
the possibility of a national health plan in 1933 
(Williamson et al. , 1982; Batalden & O'Connor, 1980) . 
In response to President Roosevelt's query, R.I. Lee and 
L.W. Jones attempted to define the attributes or 
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dimensions of quality medical care (cited in Young, 1982; 
Batalden & O'Connor, 1980). 
R.I. Lee and L.W. Jones (1933) came up with eight 
articles of faith stipulating that high quality medical 
care must include; a scientific basis for medical 
practice, a provision of preventive services, 
consumer/provider cooperation, treatment of the whole 
patient, close/continuing relations between the doctor 
and the patient, comprehensive and coordinated medical 
services, coordination between medical and social 
services, and accessibility of care for all persons. 
Lee and Jones (1933) believed that the concept of 
good medical care is recognized as the kind of medicine 
practiced and taught at the present time by current 
leaders in the medical profession within the social, 
cultural, and developmental framework of the community. 
Quality medical care could be recognized by adherence to 
good medical care. They believed that medicine is an art 
that can not be standardized any more than writing 
English; although rules of good medical practice are as 
appropriate as rules of good grammar. 
During the 1930s and 1940s, the state of Washington 
established a physician prepayment plan that covered both 
the home and office call. This was under the supervision 
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of the county medical society's medical bureaus. In 
response to the potential for abuse of the prepayment 
Plan, a monitoring system was developed (Anderson & 
Shield, 1982). 
By the mid to late 1950s, individual hospitals and 
clinics started grassroots guality assurance activities 
within their own walls. These quality assurance 
activities were voluntary and overseen by local health 
service providers and local medical associations. Then, 
medical care foundations, pioneered in California, began 
a review of ambulatory and inpatient care delivered by 
participating physicians as a prerequisite to 
reimbursement by fiscal intermediaries (Green & 
Attkisson, 1984; Lohr & Brook, 1984). 
This time period also saw the emergence of empirical 
assessments of the quality of care delivered by 
physicians. The setting for these assessments ranged 
from general practices in the Carolinas and Canada to 
prepaid group practices in New York City. These early 
assessments tended to show deficiencies in the care given 
for a wide range of problems encountered in everyday 
medical practices (Lohr & Brook, 1984). 
The Joint Commission on the Accreditation of 
Hospitals (JCAH) was formed in 1952 by the American 
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College of Surgeons, the American College of Physicians, 
the American Hospital Association, and the American 
Medical Association. Scientific and technological 
advances were allowing doctors to fight disease, 
disability, and death to a greater extent than any time 
in the past. They established minimum standards 
regarding facilities and personnel, so that satisfactory 
performances could be assured (Lohr & Brook, 1984; Luke, 
Krueger, and Modrow, 1983; Batalden & O'Connor, 1980). 
It is interesting to note that during this time 
quality was defined by the process of care. Medical 
schools began to assert authority over staff appointments 
in hospitals, qualifications of instructors, and other 
organizational factors that would have an effect on 
medical care. The quick growth of the health care 
industry and the development of new procedures that 
involved current technological advancements such as the 
use of antibiotics, bloodbanking, and hormone therapy 
were thought to exemplify quality (Lohr & Brook, 1984; 
Batalden & O'Connor, 1980). 
Joseph Juran (1962) published the second edition of 
his Quality Control Handbook. It was in this publication 
that he pointed out, "Assurance of quality refers 
generally to the job of evaluating how the company 
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activities compare with respect to quality that is being 
carried out. ' His writing focused on the industrial 
attainment of quality, but it can readily be applied to 
the medical field (p. 12:2). 
In 1966 John Williamson stressed the importance of 
inter-disciplinary work in the evaluation of quality in 
the outcome of medical care. His ideas influenced the 
JCAH's development of an outcome oriented approach. This 
lead to Performance Evaluation Procedures (PEP), 
published by Charles Jacobs (cited in Batalden & 
O'Connor, 1980) . Paul Ellwood used Williamson's example 
as a source to advocate the outcome based quality 
assurance systems for Federal Health Maintenance 
Organization (HMO) legislation (PL 93-222) that was 
passed in 1973 (cited in Bussman & Davidson, 1981; 
Batalden & O'Connor, 1980). 
In 1967 health service researchers began to call 
attention to the need for linking the assessment of care 
to the improvements of care. Clement Brown advocated a 
Bi-Cycle approach to quality that included assessment of 
care and continuing education. Several hundred hospitals 
followed his approach (Batalden & O'Connor, 1980). 
Quality Assurance in 1960s and 1970s 
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The 1960s were a time of increased awareness and 
sensitivity towards quality of care matters and the need 
for continuing education by specialty associations and 
medical societies. Utilization review and quality 
assurance programs were encouraged by the Health 
Insurance Association of America (HIAA). The HIAA 
believed it was in their commercial carriers' best 
interests to utilize these measures to make sure the 
payment system was not being abused (Lohr & Brook, 1984). 
As quality assurance continued to gain momentum, the 
efforts to achieve it became widespread. This, in turn, 
led to widespread interest in the evaluation of quality 
assurance. The evaluation of health care programs has 
been a distinct field since the late 1960s. The 
evaluation aspect of quality assurance programs has 
lagged with respect to other areas of medical care. This 
is partially related to the methodological and conceptual 
difficulties of quality assurance and the newness of 
quality assurance itself (Lohr & Brook, 1984). 
In 1965 Medicare (Title XVIII) was passed. This 
made the Federal government, through the department of 
Health, Education and Welfare, a major purchaser of 
hospital services. It was through this legislation that 
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the government assumed the new responsibility of 
overseeing the quality of the services for which it was 
financially responsible (Carroll, 1984; Luke, Krueger et 
al., 1983; Williamson et al., 1982; Young, 1982). Thus, 
one of the requirements for receiving the benefits of 
Medicare was that all participating hospitals must have 
utilization committees. 
Utilization review committees were developed to 
guard against any overuse of the services. (Lohr & 
Brook, 1984; Jacobs, Christoffel, & Dixon, 1976). The 
utilization review (UR) is an ongoing review of the use 
of hospital resources in the care of federally funded 
patients. The UR committee oversees the admissions, 
diagnoses, length of stay, and daily operations. 
Through the utilization review process, quality was 
measured as the degree of compliance to predetermined 
medical procedures and standards (Lohr & Brook, 1984; 
Jacobs et al., 1976). It is basically an exercise that 
seeks ways to conserve medical resources (Carroll, 
1984) . 
The literature presents various UR techniques. 
These techniques could be generally divided into three 
groups distinguishable by the focus of their studies, 
prior reviews, concurrent reviews, and retrospect 
41 
reviews. Each group has its own advantages and thus the 
utilization process can be accurately monitored by using 
any one of them (Lohr & Brook, 1984). 
According to the regulations, only those hospitals 
that met the minimum standards would be eligible to 
receive Medicare reimbursements. In order to maintain 
political stability within the medical profession and 
hospital industry, any hospital that had JCAH 
accreditation would be accepted by the Department of 
Health, Education and Welfare as having meet all the 
minimum requirements (Carroll, 1984). 
The JCAH was obliged to review its minimal 
compliance standards and research practices. It was not 
until 1970, with support from the Kellogg Foundation, 
that the JCAH completed the survey of its practices, 
reviewed its standards, and examined its credibility. 
From this critical review, new standards were developed 
and implemented (Carroll, 1984). 
In 1967, on a state level, Medicaid (Title XIX) 
followed the direction of Medicare. It also relied on 
the emplacement of utilization committees and the 
utilization review process to oversee both the 
utilization of medical programs and to make sure that the 
facilities were meeting a minimal compliance with respect 
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to their physical environments and medical procedures 
(Lohr & Brook., 1984; Williamson et al., 1982). 
The 1970s were quickly becoming an era of the 
documentation of deficiencies in medical care; attention 
was given to misdiagnosis, unnecessary surgery, and 
misuse of medicines. The JCAH devoted expertise and time 
into developing workable assessment strategies because 
these are the areas in which it is easiest to evaluate 
and measure the outcome in terms of financial costs 
(Carroll, 1984; Crosby, 1982). There were over 1000 
reports in the literature that dealt with the measuring 
and improvement of quality medical care (Carroll, 1984; 
Lohr & Brook, 1984). 
, 'i 
This conflict of cost vs quality has had a major 
impact on federal quality assurance programs. Various 
quality assessment programs and strategies have evolved 
by trying to grapple with issues such as the 
clarification of the dichotomy between the art of health 
care and technical care, and the distinction between 
process and structure and the outcome variables (Lohr & 
Brook, 1984) . 
From 1970 through 1975, the Department of Health and 
Human Services (DHHS) funded a program that focused on 
the utilization review and quality assurance aspects 
43 
surrounding medical services paid for through third party 
billing. The program was called the Experimental Medical 
Care Review Organization (EMCRO) (Lohr & Brook, 1984). 
EMCROs consisted of a voluntary association of 
physicians who reviewed the services (both inpatient and 
ambulatory) that were covered by Medicare and Medicaid. 
These programs achieved physician involvement to an 
extent that previously did not occur (Lohr & Brook, 
1984) . 
The EMCRO focused its attention on developing a way 
for physicians in large geographic areas to come together 
and upgrade available methods for assessment. The 
physicians also tried to determine how to apply guality 
assurance techniques to the patient care process rather 
than rely on the utilization review process to determine 
the quality of medical services. The utilization review 
process was perceived as being over utilized. It was 
initially used because dollars are easily counted, and 
that makes cost containment easier to focus on than 
quality of care (Lohr & Brook, 1984). The EMCRO program 
led to the 1972 amendment to the Social Security Act 
(Bussman & Davidson, 1981) . When it became apparent that 
by themselves the utilization reviews conducted by the 
hospitals were not enough to contain the rising medical 
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costs as originally expected, the utilization review 
committees were replaced (Mattson, 1984). 
The Federal government, being the primary third 
party payer for medical services, found itself needing to 
respond to increasing public pressures for cost 
containment. Although the initial legislation began in 
1970, it was not until 1972 that mandated quality 
assurance activities were implemented with the passage of 
Public Law 92-603, an amendment to the Social Security 
Act (Lohr & Brook, 1984; Carroll, 1984; Williamson et 
al., 1982; Bussman & Davidson, 1981). All hospitals 
were now required to perform utilization reviews and 
quality assurance programs that would be self policing to 
help curb rising costs if they were to remain eligible 
for federal reimbursements (Carroll, 1984). 
The American Medical Association presented a 
proposal for the development of Peer Review Organizations 
(PRO) that would be organized and run on a state level by 
state medical societies (Williamson et al., 1982; Goran, 
Roberts, Kellog, & Jessee, 1984) . According to Bussman 
and Davidson (1981) a major flaw in the development of 
the PRO was that it would allow a private agency to 
administer federal law. It would be difficult for the 
PRO to act objectively because it would be run by the 
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same group that it was reviewing. Thus, this conflict of 
interest became the source of the Bennett Amendment. 
(See Appendix B for the PSRO Model for Medical Care 
Evaluation.) 
In 1969 Senator W. Bennett introduced a bill to 
establish the Professional Standards Review Organization 
(PSRO), based on the AMA's PRO proposal, as an amendment 
to the Social Security Act. The bill was modified and 
reintroduced in 1972. The discussions that evolved 
during the introduction of the bill focused on the 
interrelationship between costs and quality (cited in 
Williamson et al., 1982; Bussman & Davidson, 1981). This 
law authorized the creation of PSROs across the United 
States (Decker & Bonner, 1973; Lohr & Brook, 1984). 
The PSROs operated out of the Department of Health, 
Education and Welfare (DHEW) to both implement and 
monitor the new regulations developed by the JCAH (Luke, 
Krueger et al., 1983; Carroll, 1984; Green & Attkisson, 
1984; Goran et al., 1984). In March of 1974 the DHEW 
issued the first part of the PSRO program manual in which 
it is stated that hospitals were the priority of the 
reviews. It was not until November that the final 
regulations for the PSRO program were issued (Goran et 
al., 1984) . 
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The PSROs were expected to assure that any services 
provided by and paid for by Medicare, Medicaid, and the 
Maternal and Child Health programs were medically 
necessary, of a quality that was up to the professional 
standards, and provided at the most economical rate (Lohr 
& Brook, 1984; Crosby, 1982; Williamson et al., 1982; 
Young, 1982; Bussman & Davidson, 1981; Decker & Bonner, 
1973) . In actuality, the PSROs focused on the length of 
stay and admission reviews (Mattson, 1984). 
This was to be accomplished through a process of 
concurrent review including quality assurance (in the 
form of Medical Care Evaluation studies) and utilization 
reviews (that focused on the appropriateness of the 
services paid for by government funding) to assure the 
quality of the provided care (Carroll, 1984; Green & 
Attkisson, 1984; Goran et al., 1984; Lohr & Brook, 1984; 
Decker & Bonner, 1973). 
Unfortunately, PSROs were later blamed for not 
containing medical costs or quality of care (Mattson, 
1984; Luke, Krueger et al., 1983). This failure to 
maintain costs can be attributed to a basic flaw in the 
Social Security Act. By using a cost plus means for 
reimbursement, hospitals had no incentives to contain 
their costs (Carroll, 1984). 
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The focus of PSROs was on changing practitioner 
behavior. It was thought that the chances for improved 
quality increases as the practice pattern of all those 
involved in health care changes. PSROs represented a 
peer review collaboration to correct deficiencies 
(Bussman & Davidson, 1981), but were not responsible for 
judging the appropriateness of specific practitioner and 
institutional charges, patient eligibility, and program 
coverage. Thus, the PSROs could be categorized as an 
integrated program of review techniques (Goran et al., 
1984) . 
PSROs were based on four premises as conceptualized 
by Goran et al. (1984). These premises are: 
1) It was assumed that under a third party financing 
arrangement, peer review is the most effective means 
of assuring public accountability; 
2) In order to achieve a functioning quality assurance 
program, it is essential that a full-time system of 
review monitor all facets of the health care 
delivery system; 
3) Effective systems of peer review must operate 
through local community based organizations that 
have a working knowledge of the system; and 
48 
4) The sponsorship of PSROs must be external to 
maintain objectivity. 
PSROs consisted of geographical groups of practicing 
physicians from a variety of work environments. These 
groups included physicians whose practices were 
independent, group, non profit or for profit. At their 
peak, the number of physicians who were members of PSROs 
included almost half of all practicing physicians in the 
United States (Lohr & Brook, 1984) . 
During their early years, the initial focus of 
PSROs was on quality even though the statutory language 
and legislative history emphasized cost containment. It 
was this discordance that increased the conflict between 
cost and quality of medical care (Lohr & Brook, 1984). 
In order to understand the impact of the PSRO 
program on the quality assurance in health care, it 
should be noted that the program's actual existence was 
much less influential than the numerous dates of the 
relevant legislation may lead one to believe. In 1974 
there were very few PSROs funded; by 1977 only 50% of the 
funded PSROs were in place; in 1981 of the existing 182 
PSROs, only 25% were operational; and at their peak, 
there were 195 PSROs (Lohr & Brook, 1984) . Thus, the 
became a brief but major component of the PSRO program 
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federal health care budget with the majority of the costs 
focused on utilization review rather than quality 
assurance (Lohr & Brook, 1984). 
The amount of money allocated for PSROs increase 
from 4.5 million in Fiscal Year 1973 to 144 million in 
Fiscal Year 1980. Until 1977 all of the funding was 
directly appropriated, after 1977 the Hospital Insurance 
Trust Fund (Medicare) provided between 40% and 60% of the 
total program budget (Lohr & Brook, 1984) . When the 
PSROs were evaluated, it was determined that they saved 
as much money as they cost and that additional efforts to 
lower the medical sector costs were needed (Lohr & Brook, 
1984) . It is .interesting to note that the evaluation of 
the PSROs used cost containment as criteria for success 
rather than improved care. 
Similar concepts for on-going quality assurance 
programs in the medical field were also introduced in the 
early 1970s. Congress passed legislation in 1973 that 
required all federally qualified Health Maintenance 
Organizations to have ongoing internal quality assurance 
programs (Williamson et al., 1982). 
In July of 1975 Congress passed the Community Mental 
Health Center Amendment (Title III of Public Law 94-63) 
that required performance of quality assurance activities 
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in all federally funded Community Mental Health Centers 
(CMHC) (Green & Attkisson, 1984; Mattson, 1984). This 
provision emphasized a trend towards increasing reliance 
on quality assurance. 
This legislation divided the quality assurance 
process into several categories of internal and external 
quality assurance programs. External quality assurance 
focused on the compliance with external regulations set 
by the third party payers and the JCAH. The JCAH 
included in its principles for accreditation of mental 
health programs the requirements of patient care audit 
procedures (Green & Attkisson, 1984). The internal 
quality assurance program oversaw peer review, clinical 
care evaluation, and program evaluations. In this 
environment, both process and outcome measures were 
utilized to determine the quality of patient care 
(Mattson, 1984) . 
The Mental Health System Act of 1980 (PL 96-603) 
modified, for the second time, the evaluation process for 
external quality assurance activities. Under the new 
legislation, state and federal components were included 
in the external review process. Performance measures and 
indicators were implemented, that were to be used in 
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addition to the criteria developed by the JCAH (Mattson, 
1984) . 
By 1984 the legislation of 1975 and 1980 had been 
overturned. The Federal government removed itself from a 
direct role in the review process by switching to a 
system in which individual states were given block 
grants. The control over the distribution of funding was 
now the responsibility of individual states. Through 
this format states could develop their own structure and 
evaluation for mental health programs (Mattson, 1984). 
In 1977 the Department of Defense contracted with 
the APA to work with the office of the Civilian Health 
and Medical Plan of the Uniformed Services (CHAMPUS). 
They were to design and implement a national independent 
system of peer review for mental health services (Young, 
1982) . 
In the private sector of the health care industry, 
the Peer Review Network, Inc. was formed in 1977 when the 
American Association of PSROs joined the American 
Foundation of Medical Care (Williamson et al., 1982). 
In 1982 the Tax Equity and Fiscal Responsibility Act 
(TEFRA) brought about renewed financial incentives for 
quality assurance and utilization review. TEFRA 
eliminated the conventional cost plus basis for federal 
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reimbursement. This required that hospitals pay closer 
attention to the demographic characteristics of their 
patient population. The hospitals would be required to 
focus on their rationale behind diagnostic studies 
(Carroll, 1984) . As a result of this legislation, the 
federal and local utilization review process would not be 
done on a state level (Mattson, 1984). 
By 1984, as a result of TEFRA, the nationally funded 
PSRO had been replaced by the state PRO. A PRO'S primary 
responsibility was to monitor and document compliance 
with the Health Care Financing Administration (HCFA) 
regulations as well as conduct utilization reviews on all 
admissions that would be federally reimbursed. Five 
percent of all federally funded admissions were required 
to be reviewed for compliance (Carroll, 1984). 
The PROs also differed from the PSROs in that they 
worked with the insurance industry on monitoring quality 
and costs rather than with health service providers 
(Mattson, 1984). 
The HCFA focused on: 
The reduction of unnecessary hospital 
readmissions due to inadequate care. 
Ensuring the avoidance of under utilization. 
- Reduction in avoidable deaths. 
Reduction in unnecessary surgery. 
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Reduction in postoperative complications. 
(Carroll, 1984, p. 18) 
Quality Assurance in 1980s 
Just before and during the 1980s, there were many 
concurrent events that influenced the evolution of 
quality assurance. Among these events were setbacks to 
quality assurance as it applies to the health and medical 
field. These setbacks often resulted from an increase in 
the demand for cost constraints evoked by the public (El 
Guebaly & Papineau, 1984). 
In 1978 several political candidates promised fiscal 
restraints and service cutbacks. For example, the 
passage of Proposition 13 in California started the 
shrinkage of tax support for a variety of programs. At a 
national level, the Reagan Administration was regularly 
offering constraints on program spending within the 
health care sector to meet public demands to reduce 
government spending (Mattson, 1984). The mental health 
field, while trying to cope with financial cutbacks and 
new regulations for quality assurance, was also faced 
with the impact of trying to meet the needs of 
individuals who were being deinstitutionalized at a very 
quick rate (Mattson, 1984; El Guebaly & Papineau, 1984). 
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Canada also saw a change in spending practices from 
a system of national health service and cost sharing to a 
block funding formula that allowed each provincial 
government the freedom to set its own priorities for 
funding services (El Guebaly & Papineau, 1984) 
Risk management became a part of quality assurance 
in 1982. This can be attributed to the needs of medical 
facilities to protect themselves from successful 
malpractice suits (Mattson, 1984). The need for 
incorporating risk management and quality assurance began 
in the 1970s as the concerns for quality care rose. When 
the outcome of a treatment process was not of an 
acceptable level, malpractice suits became successful 
means for protecting patients' rights (Mattson, 1984). 
By 1979 the JCAH had changed the emphasis of the 
quality assurance format from medical audits to emphasis 
on programmatic aspects (Luke, Krueger et al., 1983). 
Quality assurance now relied on a combination of peer 
review, which is emphasized in federal health and welfare 
legislation behind the PSROs, and on structural criteria 
derived from accreditation standards for health and 
mental health programs. Program evaluation studies also 
included significant participation of service providers. 
Scientific research methodology, evaluations from outside 
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organizations, and administrative utilization of 
evaluation results soon became more important components 
of the quality assurance process (Green & Attkisson, 
1984; Goran et al., 1984). 
The utilization review process continues to be a 
widely used technique for purposes of cost containment. 
It is not an infrequent event in which a hospital may be 
required to respond to 50 different private review 
agencies. It is interesting to note that there is no 
federal or state licensing of the private utilization 
review firms, yet they continue to dictate the quality of 
care through adherence to cost regulations (Rosenbloom, 
1988). 
Unfortunately, the future of quality assurance as it 
existed in the literature of the 1970s and 1980s 
seemingly had a common flaw; it was commonly assumed that 
quality assurance could be obtained through legislation 
(Egdahl & Gertman, 1976). While many authors have noted 
that quality assurance may not be inspected into a 
product, it is the researcher's belief that quality 
assurance cannot be delegated into an organization. 
Measurement of Quality Debate 
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The measurement of quality and the determination of 
priorities in quality assessment continue to be a source 
of debate (Mattson, 1984) . Many individuals have 
commented on the need to have clearly defined purposes in 
order to have a successful quality assessment 
(Donabedian, 1980; Greenspan, 1980; Brook, Kamberg & 
Lohr, 1982). If the purpose is clearly defined, it makes 
the selection of criteria for evaluation a straight 
forward task (Donabedian, 1980). 
Validity is difficult to secure because not all 
medical practices are universally accepted or 
scientifically based. These difficulties increase for 
social work, nursing, and psychiatry (Greenspan, 1980). 
This is why the criteria used for assessment are so 
important. Three different types of criteria for 
assessment can be found in the literature. 
Structural Criteria 
These types of criteria involve proxy measures of 
quality; the physical characteristics of the facility, 
the sophistication of the equipment, the quantity and 
break down of full-time staff, the staffing patterns, 
staff credentials, and the financing patterns of the 
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organization, etc. (Lohr & Brook, 1984; Batalden & 
0'Connor, 1980). 
Assessments that utilize structural criteria are 
often easier to accomplish because the criteria can be 
easily recorded or documented. This provides data that 
are very objective: There is little fluctuation in the 
data collected from these criteria (Batalden & O'Connor, 
1980) . 
Process Criteria 
These types of criteria focus on patient movement in 
and out of the health care system. For example, did the 
patient feel his or her needs were met (Lohr & Brook, 
1984)? Process assessment involves whatever is done to 
or for the patient. Information can be gathered from 
patient records, direct observation, interview etc.. The 
interview is a very objective assessment strategy if the 
criteria for evaluation are discussed prior to evaluation 
(Batalden & O'Connor, 1980) . 
The current trend of utilizing the patients' 
experience as a reflector of the quality of the program 
continues to increase in popularity. Hospitals are now 
realizing that they can learn much from the other service 
and manufacturing industries in which the customers needs 
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and experience are taken into consideration (Dorst, 
1989) . 
Outcome Criteria 
These types of criteria focus on the outcome of 
patient treatment. For example, was the patient cured, 
rehabilitated, or was there a direct improvement 
attributable to the medical interventions (Lohr & Brook, 
1984)? 
A number of people have written about outcome 
criteria since Donabedian. Thus, there are several 
concepts for outcome assessment. The literature 
describes outcome assessment as the measurement of the 
improvement or regression that can be related to the 
medical intervention (i.e., any measurable change in the 
patients status) (Bussman & Davidson, 1981) . 
Outcome assessments may also be based on the results 
and costs of medical care; thus, they indirectly rely on 
the structure and process of the medical facility. 
Unfortunately, it can be difficult to use outcome 
criteria for the focus of an outcome assessment because 
all patients are not the same. Value judgment must be 
utilized and great expense must be undertaken in tracking 
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down patients for follow up interviews (Batalden & 
0'Connor, 1980) . 
An example can be seen in the format of a program 
evaluation for a temporary disability. A quality program 
could be said to exist, if the overall goal, closure on 
the disability case, has been obtained in the quickest 
manner. The quality would be defined by the thoroughness 
of the documentation and the perceptions of the patient 
as well as the perceptions of the employees (Batalden & 
O'Connor, 1980). 
Criteria involving process and outcome may be 
catalogued into various groups depending on its location 
on the subjective, objective continuum. Criteria can be 
directly influenced by their sources: Normative (i.e., 
the participant's judgment) vs Empirical (i.e., the 
judgment of observed behavior); Exogenously (i.e., the 
external generation of criteria upon which an evaluation 
is made) vs Endogenously (i.e., the self generated 
criteria upon which an evaluation is based); 
Representative (i.e., the criteria for evaluation based 
on generalized knowledge and beliefs) vs Elite (i.e., the 
criteria for evaluation based on the experts' claim to 
excellence) (Donabedian, 1982). Thusly, these selections 
of criteria for evaluation of quality can become a 
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complicated process. The options have been discussed in 
Mattson's (1984) brief review of quality assurance. All 
of these may be grouped into either implicit or explicit 
perspectives of the criteria (Lohr & Brook, 1984) . 
A basic conceptual building block of quality 
assurance is through the utilization of different types 
of criteria used to assess quality. In 1981 Cohen and 
Oyster-Nelson studied the impact of using implicit 
criteria as it was used in the peer review process. The 
focus of their study was CHAMPUS. They found that 
recommendations for treatment varied depending on the 
background of the peer review (cited in Mattson, 1984). 
Donabedian (1982) supported the utilization of 
implicit criteria because they are less susceptible to 
large scale manipulation. This results in a more 
accurate description of the local organizational 
environment and brings out the individual's professional 
and personal qualities. Donabedian believed that a major 
setback for using implicit criteria for evaluation is the 
amount of time and attention required for training 
reviewers (1982). 
Explicit criteria provide the individuals, who are 
being reviewed, prior knowledge of the standards against 
which they will be evaluated (Donabedian, 1982). If 
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improperly used, explicit criteria can be used to enforce 
uniformity and lead to an oppressive environment 
(Donabedian, 1982). While reliability may increase, 
validity decreases because people are operating in a 
false environment. However, it was Greenspan's belief 
that explicit criteria did not take into consideration 
individual cases (1980). 
An example of the bias of implicit criteria can be 
seen in the care of a patient as it is perceived by the 
patient. For example, a patient's view of quality may 
depend on his or her age. A younger patient may be more 
interested in the expertise and technique of the 
physician, while the geriatric patient may focus on the 
bedside manner (Donabedian, 1980). In addition, the 
quality of health care, as perceived by the patient, may 
be highly influenced by the morale of those who work in 
the health services (McLachlan, 1976). 
Quality care can also be defined in terms of certain 
behaviors on the part of the physician; their bedside 
manner, the number of tests performed, the number of 
questions asked, and their technical knowledge 
(Donabedian, 1980) . 
A physician's definition of quality may focus on 
adherence to specific details in the clinical activities 
62 
of patient care. This definition almost exclusively 
relies on technical management (Donabedian, 1980) 
Quality of medical care can be defined by three 
different perspectives; the practitioner's, the 
patient s, and society's. These perspectives may be 
evaluated with respect to the process of care and the 
interpersonal, or the outcome of the provided care and 
the technical (Lohr & Brook, 1984). Donabedian dealt 
with this topic extensively in his writings (1982; 1985). 
He felt that quality assurance is usually based on 
information that can be collected through the provider's 
diagnosis or the patient's reason for the visit. These 
two areas are known as "referents" of the quality of care 
(Donabedian, 1982), and the criteria for evaluating 
quality are applied to these areas (Lohr & Brook, 1984). 
Importance of Administrative Roles in 
Quality Assurance 
There are several major difficulties in developing a 
quality assurance program in the medical field. First, 
the elusive nature of the concept of quality care must be 
dealt with. While the pragmatic approach to the 
definition of quality care, the "degree of adherence to 
a standard" (El Guebaly & Papineau, 1984), is very 
straight forward, it is not easily applied to quality 
medical care. The technical aspect of quality assurance, 
the defining and measuring of quality, and the designing 
of assessment systems do not set the health industry 
apart from quality assurance programs in industry. 
Secondly, the difference between quality assurance in 
health care and in other industries is the exercise of 
autonomy embodied in the concept of peer review. The 
individuals who make up the review committees are often 
practicing physicians themselves (Luke & Modrow, 1982). 
Perhaps the most effective area to begin a quality 
assurance program would be through the implementation of 
a quality management program which is based on several 
dimensions: 
1) Management maintains an attitude towards 
quality by paying attention to it. 
2) The focus of the service is on the 
customer. 
3) Prevention of defects. 
4) Utilization of measures and standards. 
5) Involvement of people in the quality 
process. (Ross & Klatt, 1986, p. 13) 
Once the quality management structure is in place, 
quality assurance program could be implemented. Such a 
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structure is necessary because of the many failures of 
half hearted quality programs. People may also resist a 
new quality assurance program as part of their inability 
to change (Tribus, 1989). 
It is through quality management that the problems 
involving the system as well as individual people are 
treated equally. In the manufacturing industry, this 
would be accomplished by focusing on the work and how it 
gets done (Tribus, 1989). 
By looking to the customer, in order to determine 
what is needed for a quality product or service, the 
issues, or descriptors of quality continue to emerge 
(Tribus, 1989).. 
Focusing on the customer enables everybody to push 
in the same direction. People will have a clear 
understanding of what is expected of them (Drucker, 
1988) . 
Successful organizations are customer driven. It is 
a concept that involves more than outside customers: 
"The next person in line is your customer" (Tribus, 1989, 
p. 143) . 
The administrator must recognize that quality care 
is a combination of technical care and the art of care. 
Technical care includes the adequacy of the diagnostic 
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and therapeutic processes, and the art of care relates to 
the milieu, manner, and provider behavior in the 
delivering of care to and communicating with the patient 
(Brook, Williams, & Avery, 1976) . 
According to Batalden and O'Connor (1980), quality 
assurance programs have two basic levels: 1) Problem 
finding that includes the identification and then the 
prioritization of the problems and 2) Problem solving 
that consists of defining the elements of the problem and 
the expected level of performance, and the development 
and implementation of solutions. 
At the first level, remedy coordination meetings 
focus on an attempt to understand the prioritized 
problems at the departmental level. This enables people 
who are directly involved to focus on the problem and 
determine if the problems are real. If a problem does 
exist, then they must determine if the perceptions are 
correct and whether everybody understands the problem. 
In order for a solution to be successfully implemented, 
it is essential that the problem be clearly understood. 
Following the implementation of a solution, a post 
test determines if the solution is working. This post 
test includes a periodic reassessment of the original 
problem (Batalden & O'Connor, 1980) . 
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The format for quality assurance programs includes a 
meeting in which all departments are involved. The group 
comes up with a list of potential problems. Each 
department then selects five priority problems, 
brainstorms possible solutions, and determines the target 
date for resolution (Batalden & O'Connor, 1980). (See 
Appendix C for detailed quality assurance steps utilized 
in the Mental Health field.) 
The hospital administrator has responsibility for 
reviewing the reports, implementing the appropriate 
actions, and becoming actively involved in the quality 
assurance process (Carroll, 1984). Assessment is of 
little value to quality assurance unless it leads to a 
change in the behavior of the organization (Batalden & 
O'Connor, 1980) . 
Quality assurance is a useful tool in altering 
organizational behavior. By involving employees in the 
process of change through the systematic application of 
clear objectives backed up with employee incentives, 
modeling, feedback, and other aspects of positive 
behavior, it enables quality assurance programs to 
successfully move an organization towards its goals 
(Elder, Sundstrom, Brezinski, Waldeck, Calpin, & Boggs, 
1983) . For example, in the mental health field quality 
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assurance is used to alter organizational behavior by 
focussing on the process rather than the outcome 
(structure) (Batalden & O'Connor, 1980). 
Quality assurance programs that are focused on the 
overall utilization of medical intervention and 
misdiagnosis rather than the final assessment of the 
patient often fail. These quality assurance programs, by 
focusing on fiscal waste, overlook the overall purpose of 
the medical intervention. Specifically, did the client 
benefit from the service (Elder et al., 1983)? "If 
quality assurance is to be successful, it must lead to a 
change in the organization's negative behavior" (Batalden 
& O'Connor, 1980, p. 2:1). 
Feedback is an important part of quality assurance. 
An appropriate method of assuring quality in hospitals is 
to provide physicians with systematic feedback on the 
interaction of hospital personnel and patients (Restuccia 
& Holloway, 1982). Thus, quality assessment is not 
clinical research. It is a judgment of the care 
procedure that uses what is already known, the 
relationship between process and outcome. If a valid 
relationship exists between process and outcome, then 
quality assessment can be verified by measuring either 
one (Greenspan, 1980). 
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Hetherington (1982) conceptualized quality assurance 
programs as a bureaucratization process in the hospitals. 
At the heart of a hospital quality assurance program are 
rules specifying procedures which operationalize the 
concept of quality care. There are two aspects of 
specification; 1) the definition of criteria by which 
medical care is judged against and 2) the establishment 
of standards of expected performance (Hetherington, 
1982). Quality assurance involves everybody in a 
company. It is an activity that demonstrates that the 
function of an organization is being adequately 
performed. The success depends on the attitudes and 
examples that are presented at the top (Mali, 1981). 
Thus, visibility is essential to the effectiveness of a 
quality assurance program. High visibility promotes 
greater participation and motivation through group 
awareness and accountability (Greenspan, 1980) . 
The quality assurance program, as defined by Banki 
(1986), can be directly applied to the hospital setting. 
He defines quality assurance as a system of activities of 
which the purpose is to provide assurance that the 
overall quality control job is in fact being done 
effectively. Generally it involves a continuing 
evaluation of the adequacy and effectiveness of the 
69 
quality control program with a view to having corrective 
measures initiated, where necessary. 
The program is based on goals and objectives with 
problems being identified and resolved (cited in Lohr & 
Brook, 1984) . 
Thus, quality assurance auditing emerged as a 
crucial component of the quality assurance process. 
Quality assurance auditing identifies the weakness within 
the quality assurance program (Mali, 1981) . 
Quality assurance is a health care discipline that 
defines the activities that are needed to improve the 
effectiveness and the efficiency of the health care 
delivery process. True quality assurance encompasses 
both traditional quality and cost containment (Williamson 
et al., 1982) . 
Costs of Quality Assurance 
Quality does not cost. It pays with 
production, with profits, lower costs, happier 
customers, happier workers, better suppliers, 
and stronger competitive posture. (Tribus, 
1989, p. 143) 
70 
Phillip B. Crosby conceptualized that the costs of a 
quality assurance program can be viewed from three 
c^;^erent levels. These levels differ only in the degree 
to which they incorporate all of the factors involved in 
computing the costs: 
1) Program costs - How much money is involved in 
making a specific program available? This 
would include any physical costs of materials, 
additional staffing, time for reeducation and 
training, etc.. 
2) Program costs minus the savings - To determine 
this level of quality assurance cost, time and 
accurate records are required; and 
3) Most comprehensive evaluation of costs - The 
costs for doing a procedure right the first 
time would be calculated. This would include 
the prevention of errors, mistakes, and 
provider inadequacies. Quality assurance at 
this level is free because the job is, 
theoretically, done correctly the first time, 
(cited in Batalden & O'Connor, 1980, p. 3:1) 
Within the medical care system, the quality 
assurance program's costs are justified by the benefits 
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reaped through the program. Some of these benefits 
mentioned in the literature are; 
Increased Communication: Improvement of communication 
between the health care employees and patients as well as 
among the health care employees is a positive trait. 
Employee Satisfaction: Professionals can focus on the 
real problems that are identified and may be resolved. 
It is through quality assurance that perceived problems 
and real problems are sought out and dealt with 
separately. Financial Saving: As waste and misdiagnoses 
decrease, the savings will increase with productivity. 
Marketability: High quality service improves 
marketability (Batalden & O'Connor, 1980). 
Quality Assurance Problems 
Quality assurance encounters several self-imposed 
problems in its application to the health care 
environment. Historically, health care has used self 
assessment to determine the quality of services. This is 
attributed to the tradition of health care taking place 
in private homes, an environment in which the physician 
is expected to work independently to the best of her or 
his ability. With the shift to hospitals and other 
facilities, quality assessment, as a result of its past, 
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seems to lack a peer group capable of objective 
evaluation. Seemingly, the reliance on self evaluation 
implies that professional performance is related to an 
art and personal genius rather than a scientific 
knowledge that is easily duplicated (Carroll, 1984) . 
Health care professionals are faced with two major 
obstacles: 1) the delivery of services at a time of 
shrinking resources and 2) increasing demands for 
increased accountability (El Guebaly & Papineau, 1984). 
As a result of legislation, quality assurance is mandated 
for the protection of both consumers and taxpayers. 
Unfortunately, the role cannot be successful under the 
current system of criteria. 
In medicine, quality assurance should be limited to 
focusing on the current practices in the field. If one 
were to try to unravel the conceptual underpinnings of 
quality and quality assurance within health care, he or 
she would find it to be very complex (Lohr & Brook, 
1984) . 
A major problem in the employment of a highly 
structured framework for a quality assurance program is 
the tendency to become overly complex and ineffective. 
For example, there are different diagnostic 
classification systems in different departments of the 
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medical setting. Even within the same type of illness, 
there can be too many variables (i.e., several concurrent 
complications) to categorize exactly (Lohr & Brook, 
1984) . 
Government outlines for guality in both the medical 
and mental health fields are flawed. In both cases 
quality seems to be determined on paper. As previously 
mentioned, there are arguments for the advantages of each 
type of quality assessment (i.e., process, structure, and 
outcome) and for various programs for utilization review 
(i.e., prior, concurrent and follow though). However, it 
may too often be too easy for these criteria to be met on 
paper. Meanwhile, the physical environment or the 
procedure does not change. 
In 1987 Senator Weicker stated that the Medicaid 
ICF/MR programs do not provide quality care: "More than 
15 years ago. Congress created the Intermediate Care 
Facility for the Mentally Retarded (ICF/MR) which was to 
provide quality services to developmentally disabled 
persons through the medicaid system" (p. 139). However, 
the provision of quality services under the current 
system exists only on paper. The very wording of minimal 
compliance promotes segregation, dependence, and abuse. 
The question must be raised: How many people would be 
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institutionalized if there were appropriate community 
alternatives (Weicker, 1987)? This is a prime example 
of the need for an evaluation of the federal quality 
assurance process. 
When external funding agencies use quality assurance 
to monitor the operations of the facility, they rely 
heavily on written documentation and records to determine 
compliance. This reliance on paperwork often provides a 
false test of the quality of services. For example, in 
some hospitals the number of employees present may be 
used to determine the number of beds available for 
potential patients; this, in turn, has a direct impact on 
the financial -resources available to the facility. While 
the actual number of beds are consistent, the 
availability of the beds are directly connected to 
staffing. During times of low staffing, the standards 
for quality may be maintained through the 
reclassification of beds (i.e., intensive acute care beds 
requiring more staff can be converted to less expensive 
long term beds during times of staff shortage, vacation, 
etc.) . Quality is present on paper so that a fluctuation 
of employees would not affect the quality of the facility 
(El Guebaly & Papineau, 1984). 
75 
The ability to develop a quality assurance program 
that contains ways to uniformly monitor all the needs of 
a program becomes more difficult as specific target 
populations are identified. An example of this would be 
the reduction of community programs for the elderly as a 
means of short term community savings. At a time of an 
increasing need for geriatric services, a cutback of 
health services would require the elderly to receive 
emergency room treatment for nonmedical emergencies. A 
second example is the increasing number of young adult 
schizophrenics whose needs are not being met by the 
current mental health service system; they also must seek 
medical intervention through the emergency room. In the 
long run more money is spent through inappropriate 
utilization of services (El Guebaly & Papineau, 1984). 
There are several problems inherent in current 
hospital based quality assurance and utilization review 
programs. The data that are generated to describe 
quality in the hospital setting is often fragmented, 
invalid, and mismanaged (Bussman & Davidson, 1981). 
Because of this, there is little incentive for the 
medical staff to utilize the data generated to properly 
identify and resolve patient care problems (Bussman & 
Davidson, 1981) . 
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Similar problems exist in the data found in the 
mental health field; the available data may not be 
reliable or the needed documentation may be missing 
(Mattson, 1984) . 
A problem frequently encountered by UR committees is 
the excessive amount of pressure on acute care service 
providers directly resulting from shortages within the 
community health services. Hospitals with emergency 
rooms must take the brunt of burden for nonexisting or 
inadequate services. If the utilization review component 
of quality assurance is to be accurate, the information 
on department usage must be carefully analyzed. It is 
through this close observation that the presence or 
absence of quality community health services may be 
determined (El Guebaly & Papineau, 1984). 
CHAPTER III 
DESIGN OF STUDY 
Introduction 
This chapter depicts the design of the study. It 
contains an overview of the study, the study population, 
the research methodology, and how data were analyzed. 
This chapter also addresses the development of the survey 
instrument, how questions were selected to be included in 
the survey instrument, and issues of validity and 
reliability. In addition, this chapter describes 
procedures for administering the research instrument and 
how maximization of the return rate and anonymity were 
assured. 
Overview of Study 
The purpose of this exploratory study has been 
to find out if there is sufficient agreement among 
rehabilitation therapists with regards to indicators of 
quality, in order to add this perspective as a dimension 
of quality assurance in a system that currently relies 
primarily on cost containment and risk management to set 
standards. This will be accomplished by identifying 
the 1) characteristics of quality therapy services from a 
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rehabilitation therapist's perspective and 2) 
similarities in these characteristics among three 
rehabilitation professions. The rehabilitation 
professions utilized in this study are occupational 
therapy, physical therapy, and speech pathology. The 
therapists in this study are employed by a privately 
owned rehabilitation organization that functions as a 
warehouse of rehabilitation services which contracts out 
to a variety of settings throughout southern New England. 
All 107 of the therapists in the private 
rehabilitation organization (Corporation X) are utilized 
as subjects for this study (N = 107). Accordingly, the 
results presented in this study will be applicable to the 
therapists who have participated in the survey and who 
are working within Corporation X. 
The professional perspective regarding quality 
therapy services is gathered through the administration 
of a survey instrument and the analysis of the data. In 
addition, a profile of the study population is derived 
through the inclusion of demographic questions. The 
instrument has been approved by the executive management 
component of the corporation for distribution to all of 
its rehabilitation professionals. (See Appendix D, 
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Survey of Characteristics of Quality Services from a 
Therapist's Perspective, for survey instrument). 
The exploratory nature of this study involved the 
application of quality assurance techniques from a 
variety of work origins to three therapy professions 
within a specific private rehabilitation agency. 
Although quality assurance has an extensive history in 
the medical community for over three decades, these 
techniques have rarely been applied to a private 
rehabilitation agency. Thus, this study has provided the 
investigator with an opportunity to apply these concepts 
to a new environment. 
There is extensive literature to be found on both 
process and product oriented quality assurance programs 
in the medical field. However, process and product 
oriented quality assurance programs, as they have evolved 
in the health care industry, have been implemented only 
as a means of addressing external regulations. Results 
of quality assurance programs that have been developed 
and implemented as a result of these third party demands 
are well documented. Unfortunately, most of the program 
developers have encountered difficulties in achieving 
quality. While regulations and rules are implemented 
with the most noble of intentions, they are all too 
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frequently reduced to meeting bureaucratic requirements 
and have minimal impact on professional behavior (Gross, 
1984, p. 15) . 
During the evolution of process and product oriented 
quality assurance techniques, the practitioner's 
perspective of quality in the determination of quality 
services tends to be overlooked. A major influence on 
the avoidance of practitioner and client perspectives of 
quality therapy services is that credence as a dimension 
of quality is not easily measured. Along with Gross, it 
is the investigator's belief that credence attributes are 
an important component of the perceived quality of 
services on the part of the professional as well as the 
client (1984, p. 14). Therefore, it is the purpose of 
this exploratory study to find out if there is sufficient 
agreement among rehabilitation professionals regarding 
indicators of quality and, if so, to add this perspective 
as a dimension of quality assurance in a system that 
currently relies primarily on cost containment and risk 
management to set quality standards. 
Research Methodology 
A combination of both qualitative and quantitative 
procedures are utilized in this study. This perspective 
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is shared by Cook and Reichardt when they said that 
... evaluators would be wise to use whatever methods 
are best suited to their research needs, regardless 
of the method's traditional affiliation. If that 
should call for a combination of qualitative and 
quantitative methodology, then so be it. (1979, p. 
19) 
Then, too, it is through the application of both 
qualitative and quantitative research techniques that the 
results of a study may be strengthened (Patton, 1980) . 
It was decided by the investigator that given the 
size and geographic diversification of the population to 
be studied, the most effective means of gathering data 
would be through the utilization of a survey instrument 
via the post office. This also would enable the 
investigator to obtain input from all of the therapists 
in a timely manner. 
The survey instrument contains both open-ended 
questions as well as judgmental statements that can be 
converted to a Likert type scale. These survey items 
were designed to help subjects share personal 
perspectives accurately and in depth. Bent stated. 
Qualitative analysis aims at understanding the world 
as directly experienced and perceived by the human 
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subjects being studied. Attention is focused on 
people, events, situations, behaviors feelings, and 
social interactions as they appear in their natural 
settings. (1986, p. 102) 
Earlier, Bogdan and Taylor stated that this enables the 
researcher to 
. . . produce descriptive data: people's own 
written or spoken words, ... [and] allow us to know 
people personally and to see them as they are 
developing their own definition of [quality]. 
(1975, p. 4-5) 
In order .to analyze the responses of the subjects, 
descriptive statistics are used. Accordingly, standard 
deviation, modality, mean, and sentiment scores are 
utilized in the presentation of the data. 
Development of Survey Instrument 
The issues that the Likert type statements addressed 
may be traced to several sources: 1) a review of the 
existing literature and research that focused on quality 
from a therapist's perspective, 2) the employment of the 
investigator's knowledge and experience gathered over 
of contact with therapists, and 3) the several years 
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adaptation of several questions on an existing quality 
assessment instrument which were a part of an earlier 
quality assurance program that the investigator co¬ 
developed. 
In addition to demographic questions that were 
included to develop a profile of the subjects, questions 
were selected by the investigator as being the most 
effective mean of addressing issues of therapy 
expectations and attitudes regarding the delivery of 
therapy services, peer involvement, and quality therapy 
services. 
Pretesting a survey instrument is a very important 
stage in its refinement. It is through a pretest that 
the researcher is able to examine the manner in which a 
test group responds to a question as well as to take into 
consideration any comments and questions regarding the 
instrument. The researcher then has an opportunity to 
review the results of the pretest and to determine what 
changes may be needed (Patton, 1983, p. 425). 
Issues of Validity 
In order to address issues of validity, a copy of 
the survey instrument was given to a pretest group of 
five therapists. The group consisted of two speech 
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pathologists, two physical therapists, and one 
occupational therapist. This group was asked to focus on 
the appropriateness of the selected questions with regard 
to the identification of credence characteristics and to 
generate general feedback for the investigator. This 
enabled the investigator to review the questions that 
were included in the survey instrument in light of the 
insights and comments generated by the pretest group. 
The survey instrument was adapted so that suggestions and 
comments could be incorporated into the final survey 
instrument. 
Study Population 
The private rehabilitation corporation upon which 
this investigation is focused currently employs 107 full¬ 
time and part-time therapists. These therapists are from 
two offices that are owned and managed by the same upper 
level administrators. Given the size of this private 
rehabilitation organization, it was possible to send a 
questionnaire to each therapist. Therefore, the number 
of subjects in this study are 107 (N=107). 
Procedures for Administering Survey 
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A survey package was mailed to every therapist on a 
master list of Corporation X. The survey package 
contained the questionnaire, a cover letter of trans¬ 
mittal, and a self-addressed, stamped return envelope. 
(See Appendix D for cover letter and questionnaire) 
Issues of Reliability 
In order to increase the reliability of a study, it 
is important to have a high rate of return of the survey 
instrument. Therefore, all of the subjects who did not 
return their questionnaires were contacted by telephone 
and asked to return their completed questionnaires. As 
this initial approach was only partially successful, a 
random sample of non-respondents was then selected to be 
contacted once more by telephone and encouraged to return 
their completed questionnaires or verbally complete their 
questionnaires over the telephone. Again, to assure 
reliability, a random sample of non-respondents is 
utilized in order to bring to light any biases that may 
exist in the responding portion of the population 
(Patton, 1983, p. 434) . The total process generated a 
68% rate of return. 
Maximizing Return Rate 
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In order to maximize the survey return rate of the 
population, all the subjects who did not return their 
questionnaires were contacted by telephone and encouraged 
to submit their completed questionnaires. This occurred 
two days after the return deadline date. The telephone 
was chosen because the person-to-person nature of the 
interaction was believed to increase the likelihood of 
the submission of the questionnaire. Twelve subjects 
returned their completed questionnaires after receiving 
an oral reminder over the telephone. 
Seven days after the verbal reminder, a random 
sample of non-respondents was selected by placing each 
non-respondent's coded number on a 1" by 1" piece of 
paper and placing it into a hat. Numbers were drawn 
until a 26% non-respondent sample was obtained. 
The selected individuals were then contacted by a 
second telephone call and again requested to return their 
completed questionnaires, or to complete the 
questionnaires orally over the telephone. Patton cited 
the telephone as a useful instrument for gathering 
information from a geographically diverse population 
(1983, p. 447), and this proved to be so. Twelve more 
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respondents completed their questionnaires over the 
telephone. 
If a salient difference between the telephone and 
mail response was found, then these data would have been 
introduced and analyzed in Chapter IV. However, no such 
difference was found, so no further steps were taken in 
this direction. 
Assurance of Anonymity 
In order to assure anonymity, the respondents were 
each given a different coded number. This was done by 
placing an identification number under the stamp on each 
return envelope so that only the investigator would have 
a way to identify the subjects. When both the pre¬ 
deadline and post-deadline questionnaires were returned, 
the researcher checked off the therapists' names from a 
master list prior to opening the envelopes. The return 
envelopes were discarded after the removal of the 
questionnaires. Through this process, anonymity of the 
respondents was assured. 
The non-respondents who completed their 
questionnaires by telephone also were assured anonymity. 
The investigator checked their names off the master list 
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prior to entering their responses directly into his 
computerized database, thus, assuring their anonymity. 
Organization of Data 
It is the researcher's responsibility to accurately 
present data gathered in a study. In order to accomplish 
this, the returned questionnaires were reviewed and the 
responses coded, tallied, and categorized. This 
information was entered into the investigator's personal 
computer. 
Through the utilization of Rbase 5000 (a relational 
database), the means, modalities, standard deviations, 
and sentiment scores were determined for all of the 
Likert type statements and the tallies were calculated 
for the dichotomous statements. The qualitative 
responses to the questionnaire were grouped into similar 
categories, so that the information could be utilized in 
association with the quantitative responses. 
As the returned questionnaires were received, the 
raw scores were entered into the relational database. 
Once all of the scores were entered, common response 
patterns were determined for the Physical Therapists, 
Occupational Therapists, and Speech Pathologists by 
comparing the way that they responded to questions 
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regarding the delivery of therapy services, peer 
involvement, and therapy expectations and attitudes. 
The Likert type response scores were converted from 
the scale used to a converted scale. 
Scale used: 
1 2 
Strongly Agree 
Agree 
Converted scale: 
3 4 5 
Uncertain Disagree Strongly 
Disagree 
+1 0 -1 -2 
Lastly, each Likert type statement score was converted 
into a positive\negative sentiment scale so that question 
scores could be compared easily among the three 
professional specialty groups. Sentiment scales were 
calculated by totaling the converted responses. The 
differences between the positive and negative numbers 
determine their positioning on the sentiment scale. In 
order to clarify the presentation of the data, all of the 
responses were converted to a scale ranging from -100 
(representing the strongest disagreement) to +100 
(representing the strongest agreement). As the results 
generally indicated agreement, and for the sake of visual 
simplicity, the representation of the results show only 
the positive side of the scale. The sentiment scales 
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measure the direction of the attitudes held by the 
subjects who respond to a particular issue. 
The quantitative results then were supplemented by 
qualitative responses gathered from the comments provided 
by many of the subjects. These responses accompanied the 
open-ended questions as well as the Likert type 
statements and dichotomous questions. 
CHAPTER IV 
PRESENTATION AND ANALYSIS OF SURVEY DATA 
Introduction 
The data collected from 73 of 107 questionnaire 
respondents (68% return) are presented and analyzed in 
this chapter. The respondents constituted the therapy 
professionals of a private rehabilitation corporation 
based in southern New England. Corporation X employs 
Physical Therapists, Occupational Therapists, and Speech 
Pathologists. The questionnaire survey was administered 
to them in November of 1989. 
Presentation and Analysis of Quantitative Data 
The data are divided into three parts for 
presentation and analysis: 1) the profile data of the 
respondents drawn from the demographic questions, 2) the 
body of the data drawn from the Likert type and 
dichotomous statements, and 3) the qualitative data of 
the respondents obtained from the open-ended questions. 
The data drawn from the demographic questions are 
presented in Tables 4.1 to 4.6. First, these Tables are 
utilized to analyze the profile of the collective survey 
population. Secondly, these Tables are used to analyze 
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the separate profiles of the survey population with 
regard to each of the three professional groups. 
The demographic data also are utilized as a means by 
which the level of identity between the professional 
rehabilitation therapists and Corporation X is explored. 
For example, if this level of identity is a low one, then 
independent variables such as independence and self 
sufficiency on the part of the respondents should be 
taken into consideration when interpreting the results of 
this study. These salient data are addressed as they 
are analyzed. 
Profile of Collective Survey Population 
Sixty percent of the respondents indicated that they 
are part-time employees, and 40% indicated that they are 
full-time employees of Corporation X (Table 4.1). 
This high level of part-time employment by the 
respondents suggests a possible lowering of Corporation X 
site identity and an increasing of contract site, self, 
professional group, or other group identity. It also 
suggests a high level of independence and self 
I sufficiency on the part of the professionals. 
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Table 4.1 
Therapy Service Hours per Week 
Hours\Wk. 
No. 
PT 
% No 
OT 
. % 
SP 
No. % 
Row 
No 
Total 
% 
<10-19 hrs 18 53% 12 63% 14 70% 44 60% 
20->40 hrs 16 47% 7 37% 6 30% 29 40% 
Total 34 100% 19 100% 20 100% 73 100% 
Approximately 81% of the respondents indicated that 
they come into contact verbally or in writing with 
Corporation X's management staff one time per week or 
less (Table 4.2). 
This low weekly contact between Corporation X's 
management staff and the respondents suggests a low level 
of identity with Corporation X and a possible high level 
of independence and self sufficiency on the part of the 
professionals. 
A majority (71%) of the respondents visit from one 
to two sites during the week, and more than a quarter 
(28%) visit three or more sites per week. Twelve percent 
indicated that site visits did not apply to them (Table 
4.3). 
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Table 4.2 
Times per Week Contact with Corporation X's 
Management Staff 
Times\Wk. PT 
No. % No 
OT 
% 
SP 
No. % 
Row 
No. 
Total 
% 
1 12 35% 8 42% 9 45% 29 40% 
2-4 6 18% 2 11% 5 25% 13 18% 
5 + 1 3% 0 — 0 - 1 1% ’ 
Other* 15 44% 9 47% 6 30% 30 41% 
N/A 0 - 0 - 0 - 0 - 
Total 34 100% 19 100% 20 100% 73 100% 
A majority of the respondents who indicated "Other" 
were in contact with Corporation X's management 
staff less than 1 time per week. 
Table 4.3 
Number of Sites Visited during Week 
Sites\Wk. 
No. 
PT 
. % 
OT 
No. % 
SP 
No. % 
Row 
No. 
Total 
% 
1 13 38% 6 31.5% 12 60% 31 48% 
2 9 26% 4 21% 2 10% 15 23% 
3 3 9% 0 2 10% 5 8% 
4 + 4 12% 6 31.5% 3 15% 13 20% 
N/A 5 15% 3 16% 1 5% 9 — 
Total 34 100% 19 100% 20 100% 73 99% 
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multiple site visitation by the majority of the 
respondents suggests a possible lowering of Corporation X 
site identity and an increasing of contract site, self, 
professional group, or other group identity. It also 
suggests a possible high level of independence and self 
sufficiency on the part of the therapists. 
Over half (58%) of the respondents reported that 
they spend one hour per day traveling between therapy 
sites, and more than a third (36%) spend four or more 
hours per day traveling between sites (Table 4.4). 
Table 4.4 
Hours per Day Spent Traveling between Therapy Sites 
Hrs.\Day PT 
No. % No. 
OT 
o, 
'o 
SP 
No. % 
Row 
No. 
Total 
o 
'0 
1 19 56% 9 47% 14 70% 42 58% 
2 3 9% 2 11% 0 - 5 7% 
3 0 - 0 - 0 - 0 - 
4 + 12 35% 8 42% 6 30% 26 36% 
N/A 0 - 0 — 0 - 0 - 
Total 34 100% 19 100% 20 100% 73 101% 
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Over half (55%) of the respondents indicated that 
they treat five or fewer clients per day, and a third 
(33%) treat from six to ten clients per day (Table 4.5). 
Table 4.5 
Clients Treated per Day 
No. Clients 
No 
PT 
. % 
OT 
No. % No. 
SP 
% 
Row 
No. 
Total 
% 
5 or fewer 17 50% 13 69% 10 50% 40 55% 
6-10 12 35% 5 26% 7 35% 24 33% 
11-20 5 15% 1 5% 2 10% 8 11% 
20 or more 0 - 0 - 1 5% 1 1% 
Total , 34 100% 19 100% 20 100% 73 100% 
With respect to site categories, 62% of the full¬ 
time employees indicated that their most frequently 
visited site category is facilities for the mentally 
retarded; their next (52%) most frequently visited site 
category by full-time employees is nursing homes. With 
regard to part-time employment, 41% of the part-time 
employees recorded that their most frequently visited 
site category is group homes; their next (32%) most 
frequently visited site category is facilities for the 
mentally retarded (Table 4.6). 
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Table 4.6 
Type of Site Visited Broken down 
by Employment Status 
Site Part-time (N=44) Full-time (N=29) 
No. % No. % 
Clinic 6 14% 8 28% 
MR Facility 14 32% 18 62% 
School 6 14% 10 34% 
Nursing Home 9 20% 15 52% 
Group Home 18 41% 6 21% 
Hospital 1 2% 9 31% 
Other 6 14% 2 7% 
i 
Total 60* — 68* — 
* Some part-time and full- ■time employees visit 
more than one site. 
Profile of Survey Population with Regard to 
Professional Groups 
Occupational Therapists A profile of the 
Occupational Therapists has been developed from the 
demographic questions in the survey instrument. The data 
used in the development of these profiles may be found in 
Tables 4.1 through 4.6 in the preceding pages. 
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Almost two-thirds (63%) of the Occupational 
Therapists are part-time employees and over a third (37%) 
are full-time employees (Table 4.1 on page 93). 
Accordingly, the part-time employees work from less than 
ten hour to 19 hours per week and the full-time employees 
work from 20 to 40 hours per week. 
Forty seven percent of the Occupational Therapists 
indicated that they come into contact with the management 
staff of Corporation x's staff less than one time per 
week. Forty-two percent come into contact one time per 
week (Table 4.2 on page 94). 
Thirty-one point five percent of the Occupational 
Therapists reported that they visit one site per week, 
21% visit two sites per week, and 31.5% visit four or 
more sites per week. Sixteen percent marked "Not 
Applicable" (Table 4.3 on page 94). 
Under half (47%) of the Occupational Therapists 
noted that they spend one hour per day traveling between 
sites. Eleven percent spend two hours per day traveling 
between sites, and 42% spend four or more hours traveling 
between sites per day (Table 4.4 on page 95). 
A majority (69%) of the Occupational Therapists 
indicated that they treat five or fewer clients during 
the day. Twenty-six percent treat from six to ten 
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clients per day, and 5% treat from 11 to 20 clients per 
day (Table 4.5 on page 96). 
Physical Therapists. A profile of the Physical 
Therapists who responded to the questionnaire has been 
developed from the demographic questions in the survey 
instrument. The data used in the development of these 
profiles may be found in Tables 4.1 through 4.6 in the 
preceding pages. 
Approximately half (53%) of the Physical Therapists 
reported that they are part-time employees and 
approximately half (47%) are full-time employees (Table 
4.1 on page 93). Accordingly, the part-time employees 
work from less than 10 to 19 hours per week and the full¬ 
time employees work from 20 to 40 hours per week. 
Forty-four percent of the Physical Therapists 
indicated that they come into contact with the management 
staff of Corporation X's management staff less than one 
time per week. Thirty-five percent come into contact one 
time per week. Eighteen percent come into contact with 
Corporation X's management staff from two to four times 
per week (Table 4.2 on page 94) . 
Thirty-eight percent of the Physical Therapists 
indicated that they visit one site per week, 35% visit 
from two to three sites per week, and 12% visit four or 
100 
more, sites per week. Fifteen percent marked "Not 
applicable (Table 4.3 on page 94). 
Over half (56%) of the Physical Therapists reported 
that they spend one hour per day traveling between sites. 
Nine percent spend two hours per day traveling between 
sites, and 35% spend four or more hours traveling between 
sites (Table 4.4 on page 95). 
Half (50%) of the Physical Therapists indicated that 
they treat five or fewer clients per day, and over a 
third (35%) treat from six to ten clients per day (Table 
4.5 on page 96). 
Speech Pathologists. A profile of the Speech 
Pathologists who responded to the questionnaire has been 
developed from the demographic questions in the survey 
instrument. The data used in the development of these 
profiles may be found in Tables 4.1 through 4.6 in the 
preceding pages. 
Over two-thirds (70%) of the Speech Pathologists 
indicated that they are part-time employees and 
approximately one third (30%) are full-time employees 
(Table 4.1 on page 93). Accordingly, the part-time 
employees work from less than 10 to 19 hours per week and 
the full-time employees work from 20 to 40 hours per 
week. 
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Forty-five percent of the Speech Pathologists come 
into contact with Corporation X's management staff one 
time per week. Twenty-five percent come into contact 
from two to four times per week. The remaining component 
(30%) come into contact less than one time per week 
(Table 4.2 on page 94). 
Sixty percent of the Speech Pathologists reported 
that they visit one site per week, 20% visit from two to 
three sites per week and 15% visit four or more sites per 
week. Five percent marked "Not Applicable" (Table 4.3 on 
page 94) . 
A majority (70%) of the Speech Pathologists spend 
one hour per day traveling between sites. The remaining 
30% spend four or more hours per day traveling between 
sites (Table 4.4 on page 95). 
Half (50%) of the Speech Pathologists treat five or 
fewer clients during the day. Thirty-five percent treat 
from six to ten clients per day, and 10% treat from 11 to 
20 clients per day. Five percent of the Speech 
Pathologists indicated that they treat more than 20 
clients per day (usually in a classroom setting) (Table 
4.5 on page 96). 
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Analysis of Professional Groups' Responses to 
i 
Survey Statements 
Overview. It is in this section that the body of 
data is presented and analyzed. For ease of 
presentation, tables displaying the quantitative data are 
presented at the end of this Chapter and referred to as 
the data are analyzed. These tables ( Table 4.7 to Table 
4.28) present data that are drawn from the 22 survey 
statements. They include the number and percentage of 
respondents for each category as well as the converted 
Likert type statement scores. 
In addition, data involving standard deviations, 
means, and modes for professional group responses to each 
statement are presented. They are found in the 
Appendices (Appendices E, F, G: Standard Deviation for 
Group Responses, Mean for Group Responses, and Mode for 
Group Responses respectively). 
The analysis of the data from the twenty-two Likert 
type and dichotomous statements are accompanied by a 
representative selection of comments given by the 
respondents. These comments are selected by the 
investigator as representative of common themes among the 
vast number of comments provided by the professionals m 
qualifying their responses to the statements. 
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In addition, a representative sample of the 
i 
qualitative data elicited from the three open-ended 
questions is introduced and analyzed. They are utilized 
to further clarify and personalize the quantitative data. 
This sample is organized into categories that are 
determined by frequency of occurrence as well as variety 
of response. 
The data are divided into five categories for 
analysis. They are: 1) therapy expectations and 
attitudes, 2) on-site therapy locations, 3) perceptions 
of Corporation X, 4) delivery of therapy services, and 5) 
peer involvement. 
Lastly, sentiment scales (Figures 4.1 to 4.5) are 
included in this section to inform the reader as to the 
degree of inter-group agreement among the three 
professional groups. Through their visual simplicity, 
the reader also may be able to compare this degree of 
inter-group agreement within the five categories of 
statements. 
Likert Type Statements. In the analysis of the 
Likert type statements the investigator is focusing on 
significant statistical patterns. One pattern is 
ascertained when sixty-five percent (65%) of the 
respondents either strongly agree or agree with a Likert 
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type statement. This pattern demonstrates a High Level 
of Agreement. A second pattern is determined when sixty- 
percent (65%) of the respondents either strongly 
disagree or disagree with a Likert type statement. This 
pattern identifies a High Level of Disagreement. A third 
pattern is delineated for those cases in which less than 
sixty-five percent (65%) of the respondents neither 
strongly agree or agree nor strongly disagree or disagree 
with the Likert type statement. Accordingly, this 
pattern is recognized as having No Significant Agreement 
or Disagreement. 
Dichotomous Statements. The three dichotomous 
statements are analyzed in a similar nature to the Likert 
type statements. Consequently, statements to which 
sixty-five percent (65%) of the subjects respond in the 
affirmative are considered as having a High Level of 
Affirmation; statements with which sixty-five percent 
(65%) of the respondents answer in the negative are 
considered as having a High Level of Negation. All other 
responses are considered as having No Significant 
Affirmation or Negation. 
These three statistical patterns are applied to each 
of the five categories of Likert eype and dichotomous 
statements. 
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Statements_Pertaining to Therapy Expectations and 
Attitudes ' ---- 
Statement 8) What I do on my job is really important 
(Table 4.7 on page 166). 
Group 
PT 
SP 
OT 
Mean SD 
1.18 0.66 
1.15 0.85 
1.05 0.69 
High Level of Agreement 
Respondents 
29 (85%) Strongly Agree / Agree 
16 (80%) Strongly agree / Agree 
15 (79%) Strongly Agree / Agree 
Many of the Occupational Therapists, Physical 
Therapists, and Speech Pathologists comments reflected 
the attitude of the person who noted: "... Actual 
therapy is important, but some of the paperwork is just 
busywork." Others stated: "... Sometimes, in order to 
comply with regulation, I am forced to do less important 
stuff than what I see as more important." Additional 
respondents said: "I feel I can really make a difference 
in each patient's life if I promote each patient to do 
his or her best and keep trying." Along the same line, 
some therapists viewed the healing, habilitative part of 
the job as only a single aspect of their job. "... 
Besides healing through therapy techniques, I see my job 
as a counsellor to people. . .." 
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Statement 9) If I had the decision to become a 
therapist all over again, I would still 
become a therapist (Table 4.8 on paqe 
167) . 
High Level of Agreement 
Group Respondents Mean SD 
OT 15 (79%) Strongly Agree / Agree 1.47 0.82 
PT 29 (73%) Strongly Agree / Agree 1.06 0.91 
Many of the Occupational Therapists, Physical 
Therapists, and Speech Pathologists' comments were 
similar to the following statements that have been 
selected by the investigator as representative of all the 
comments made by therapists: "It's natural and exciting 
and exhausting. I'm tired today, but it's worthwhile;" 
"[This job has been] . . . satisfying for years;" and "No 
doubt in my mind, [I would still become a therapist]." 
Others responded with comments such as: "[It] varies 
dependent [sic] on the type of work one is doing and how 
successful you feel you are in improving quality of life 
for people" or "Sometimes I think there is too much to 
know, its such a diverse field requiring considerable 
time to remain current. I feel at times it pulls away 
j from family . . [regardless,] it is stimulating and 
challenging." 
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No Significant Agreement or Disagreement 
Group Respondents Mean SD 
sp !2 (60%) Strongly Agree / Agree 0.65 1.11 
5 (25%) Uncertain 
3 (15%) Strongly Disagree / Disagree 
Several Occupational Therapists, Physical 
Therapists, and Speech Pathologists stated that ". . . I 
would think several times before making [the same] 
decision.” Others cited site specific examples of job 
dissatisfaction that suggested they wouldn't become a 
therapist if they had to make the decision over again. 
Statement 10) My own definition of quality services is 
the same as Corporation X (Table 4.9 on 
page 168). 
High Level of Affirmation 
Group Respondents 
SP 16 (80%) Yes 
PT 27 (79%) Yes 
Many of the Occupational Therapists, Physical 
Therapists, and Speech Pathologists who made additional 
remarks were not sure of the organizational perspective 
on quality, although they assumed their perspective to be 
the same. For example, respondents conveyed that " Based 
on my perception of [Corporation X's] definition or 
standards for quality service ... [I agree, but] I 
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have seen no written standard from [Corporation X]." 
Several commented that "I can only guess at what the 
definition is for [Corporation X]. We've never 
specifically discussed it. However, common sense would 
tell you that responsibility, initiative, integrity, 
knowledge, flexibility, cooperation and love or at least 
liking what you do would be among the qualities sought." 
No Significant Affirmation or 
Negation 
Group Respondents 
OT 11 (58%) Yes 
1 (5%) No 
7 (37%) No response 
The Occupational Therapists, Physical Therapists, 
and Speech Pathologists who marked "No" made the 
following comments: "There appears to be some sites who 
[sic] are just worried about certification and not really 
interested in our input and it seemed as though 
[Corporation X] just wanted to put in the hours for 
billing;" "Providing quality services would include 
working at fewer sites and providing more hands on 
consistency to clients and their treatments;" and "There 
is a need to look further at the client's needs and ways 
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in which clients can be treated to obtain maximum benefit 
from treatments." 
Several respondents stated concern about definitions 
of quality between themselves and Corporation X: "... 
Therapists like to see service based on need, potential 
for successful treatment, etc. and not other 
considerations such as reimbursement which must be a 
consideration of [Corporation X];" and "The definition of 
quality may be changing in [Corporation X] due to [the] 
quantity of sites and lack of time spent on concern for 
individual sites." 
Concern was also expressed in the comments regarding 
outside regulations. Of these comments, one respondent 
noted that "The definition is the same; however, 
insurance constraints often lower the quality we can 
give." 
For the respondents who did not respond, their 
comments included: "I imagine so, the director does a 
great job, seems professionally ethical and personable, 
but I'm not familiar with [Corporation X's] definition 
[of quality services]." Other respondents expressed 
concern and as one stated: "I am not sure, [Corporation 
X's] definition of quality services has not been clearly 
defined." Several remarked that they were not sure of or 
that they did not know of any written standards. 
110 
Statement 11) My own definition of quality services is 
very different from the expectations of 
on-site personnel (Table 4.10 on page 
169) . 
High Level of Negation 
Group Respondents 
PT 24 (70%) No 
The Physical Therapists, Occupational Therapists, 
and Speech Pathologists who marked "No" suggested 
agreement regarding similar personal and on-site 
expectations of quality services: "[My professional 
expectations] are the same as the professional staff's, 
but not the same as unprofessional staff's" and "I'm 
expected to act professionally and do what needs to be 
done to assist in patient care and management." 
No Significant Affirmation or Negation 
Group Respondents 
OT 6 (32%) Yes 
6 (32%) No 
7 (36%) No response 
SP 7 (35%) Yes 
10 (50%) No 
3 (15%) No response 
The Occupational Therapists, Physical Therapists, 
and Speech Pathologists who marked "Yes" felt that 
expectations regarding quality services were different 
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made comments such as: "It seems that persons are 
surprised by the professional, efficient quality of 
services" and "Generally, facilities . . . are more 
concerned with quantity-if 100 [clients] have to be seen, 
they expect you to do it somehow." 
Another point is echoed in these comments: "Maybe 
[our expectations are] not very different, and it varies 
from site to site;" "Some [site] personnel and some 
administrators feel that therapy is a waste of time and 
money;" "I try to do what is best for the clients but at 
some places as long as the paperwork is in order that is 
all that matters;" "At times, yes. On-site personnel . 
. or consultants from others agencies often display an 
indifferent attitude about the clients as evidenced by 
the work I've seen by some, not all;' ... I find very 
few of the caregivers want to learn to expand to continue 
any suggestions made for the benefit of the clients. 
They appear to offer only minimal care;" "Staff has 
other concerns before therapy. They are too few in 
number to really implement suggestions whole-heartedly; 
and "I look at clients and residents from a pure [sic] 
therapeutic prospective. However, frequently I spend 
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more time with 'hands on files' than 'hands on 
clients' !" 
Others noted: "... Some administrators feel that 
therapy is a waste of time and money." Furthermore, 
respondents indicated that given this variability of 
professionalism, as professionals they "... try to do 
what is best for the clients but at some places as long 
as the paperwork is in order that is all that matters." 
Statement 12) My expectations for myself in this job 
have changed since my first year as a 
professional (Table 4.11 on page 170). 
High Level of Agreement 
Group Respondents Mean SD 
SP 14 (70%) Strongly Agree / Agree 0.60 1.28 
OT 13 (69%) Strongly Agree / Agree 0.74 0.71 
The Speech Pathologists, Occupational Therapists, 
and Physical Therapists who agreed that their 
professional expectations had changed since their first 
year as therapists made comments similar to these 
selected ones: "[My expectations] have increased to 
correlate to the advanced knowledge and abilities and 
power I have attained." Other therapists qualified their 
responses and pointed out that "At first you believe you 
can change or fix everyone and feel you're quite 
knowledgeable. As time passes you realize that your work 
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is only an asset and that there's still so much more to 
learn." Some therapists felt that their ideals for the 
job have changed: "I am less idealistic and more 
realistic about not only the possibility of 
rehabilitating clients but also the possibility of 
getting carry over from staff" and "I have matured, my 
commitment and feeling of responsibility has grown [but, 
my] professional ethics and quality of care have not 
changed." 
Several common themes focused on the need for 
"continued learning, because the demands of [the] job 
change every year" and they expand: "I think I can go 
further (regarding supervision and administration) than I 
thought at first" or "[My expectations] have become 
broader - more applicable to enhancing the client's life 
quality vs just physical mobility." Also, professional 
experience was noted as impacting a change on 
expectations: "The more I learn, the greater the 
expectations I must place on myself to best serve the 
patient." 
No Significant Agreement or Disagreement 
Respondents 
18 (53%) Strongly Agree / Agree 
Mean SD 
Group 
0.41 1.00 
PT 
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Group Respondents 
PT 9 (26%) Uncertain 
Mean SD 
7 (21%) Strongly Disagree / Disagree 
Some Physical Therapists indicated through 
additional remarks that their expectations had changed in 
a negative manner: "[There is] . . . less emphasis on 
therapy, [while] more emphasis [is] on pleasing a rigid 
and oppositional bureaucracy." One respondent commented 
that they "... must be content with less therapy and 
more paperwork." 
Statement 13) The single most important aspect of being 
a therapist is one's attitude toward the 
client (Table 4.12 on page 171). 
High Level of Agreement 
Group Respondents 
OT 14 (74%) Strongly Agree / Agree 
SP 14 (70%) Strongly Agree / Agree 
Many of the Occupational Therapists, Speech 
Pathologists, and Physical Therapists who agreed that 
one's attitude towards the client is important, qualified 
their responses. Numerous respondents remarked that it 
is one of many important aspects. One respondent said: 
"Attitude [towards the client] is important, however, . . 
. my attitude with direct caregivers is more important 
for effectiveness." The importance of one's attitude 
Mean SD 
1.05 0.89 
0.75 1.09 
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towards the client is expressed by multiple respondents 
who noted: "If the client likes his therapist, he will 
try anything." 
Several respondents pointed out that both "attitude 
and skill level are important" and that "many factors are 
important". Professionals also commented: "There are 
too many more factors involved to be able to identify a 
single most important one. Understanding the therapy 
process, understanding the disorder, planning a session, 
and therapist\client relationships are all important." 
No Significant Agreement or Disagreement 
Group Respondents Mean SD 
PT 20 (59%) Strongly Agree / Agree 0.74 0.98 
10 (29%) Uncertain 
4 (12%) Strongly Disagree / Disagree 
Many of the Occupational Therapists, Speech 
Pathologists, and Physical Therapists who were 
"Uncertain" or "Disagreed" also noted: "Attitude toward 
the client is only one important aspect. Many others 
exist including knowledge in the field, record keeping, 
interpersonal relations with staff, [and] report writing 
Vf 
• • • • 
One respondent stated: "The most important aspect 
rvice delivery so you do not is being competent in se 
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injure or cause harm to a client. It is not as important 
that you like or enjoy the client. [It] . . . should be 
one's desire to help the client achieve maximum potential 
regardless of attitude." 
A visual representation may be seen in the Sentiment 
Scale (Figure 4.1). 
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Figure 4.1 
Sentiment Scales Pertaining to 
Therapy Expectations and Attitudes 
8) What I do on my job is really important. 
9) If I had the decision to make all over 
again, I would still become a therapist. 
12) My expectations for myself in this job 
have changed since my first year as a 
professional. 
13) The single most important aspect of being 
a therapists is one's attitude toward the 
client. 
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Statements Regarding On-site Therapy Locations 
Statement 14) The physical characteristics of a 
particular site influence the 
effectiveness of my therapy services 
(Table 4.13 on page 172). 
Group 
OT 
No Significant Agreement or Disagreement 
Respondents Mean SD 
11 (58%) Strongly Agree / Agree 0.58 1.09 
5 (26%) Uncertain 
3 (16%) Strongly Disagree / Disagree 
PT 
SP 
19 (56%) Strongly Agree / Agree 
7 (20.5%)Uncertain 
8 (23.5%)Strongly Disagree / Disagree 
11 (55%) Strongly Agree / Agree 
0.44 1.06 
0.25 1.22 
3 (15%) Uncertain 
6 (30%) Strongly Disagree / Disagree 
The comments of the Occupational Therapists, 
Physical Therapists, and Speech Pathologists were quite 
diverse. Many respondents believed that the physical 
characteristics of a site did not influence the 
effectiveness of their therapy services. For example, 
one respondent noted: "I [can function] in hallways and 
outside; [one only) needs to be . . • creative to 
compensate. [The physical characteristics of a] site 
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should not be a cop out." Respondents suggested: "[We] 
can adapt anywhere" and "Physical safety, reflection 
control, etc. are [a] given." 
On the other hand, some respondents indicated that 
physical characteristics of a particular site do 
influence the effectiveness of their therapy services: 
"Certain characteristics can certainly detract from my 
effectiveness- room, distractions, interruptions, etc.." 
To succeed one must be flexible and creative." "Staff 
attitude, commitment, and follow through are most 
important." 
Several respondents pointed out that if a site ". . 
. has no equipment to work with, . . . [the therapists] 
feel like their presence is disruptive to their [the 
site's] routines." "Equipment and workspace or the lack 
there of can affect [one's] ability to work to [her\his] 
optimal level of performance" and "The lack of\or 
presence of equipment, space, etc., determines what can 
be done therapeutically on these clients." 
Statement 15) The characteristics of the client pop¬ 
ulation influence the effectiveness of my 
therapy services (Table 4.14 on page 173) . 
No Significant Affirmation or Negation 
Group Respondents 
20 (59%) Yes PT 
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Group Respondents 
PT 11 (32%) No 
3 (9%) No response 
OT 11 (58%) Yes 
3 (16%) No 
5 (26%) No response 
SP 11 (30%) Yes 
5 (55%) No 
4 (15%) No response 
The comments of the Physical Therapists, 
Occupational Therapists, and Speech Pathologists 
regarding this statement are very diverse. Of those whom 
agreed that the characteristics of the client population 
influence the effectiveness of their therapy services, 
many respondents noted that one's ". . . effectiveness 
may be impaired by medical conditions, illnesses, etc., 
of the patient population." This point is further 
developed by a respondent who stated: "When there s less 
potential for improvement, there's less energy to put 
out." Another said: "You can't force a person to do 
something they don't want to do and if they are 
uncooperative or very low functioning, sometimes 
designing an effective program is difficult." 
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The characteristics of the client population 
manifests itself when, as several respondents noted, a 
whole session is spent trying to accomplish a single 
task. For example: "Some populations have greater 
potential to benefit from treatment." "If the client is 
affected cognitively to a degree that is profound as in 
treating severely retarded, it affects therapy" because 
"Cognitive abilities as well as motivation are very 
important in the treatment session." 
Other respondents noted: "When working in a more 
educated area, people tend to want to learn more and are 
generally more involved in the rehabilitation process" 
and "Clients who are 'higher functioning' are able to 
understand and follow directions making carry-over from 
therapy sessions more likely." 
Statement 16) I receive the support of on-site 
administrative personnel that I need to 
deliver quality therapy services (Table 
4.15 on page 174). 
High Level of Agreement 
Group Respondents 
SP 15 (75%) Strongly Agree / Agree 
Mean SD 
1.00 1.10 
3 (15%) Uncertain 
2 (10%) Strongly Disagree / Disagree 
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No Significant Agreement or Disagreement 
Group Respondents Mean SD 
OT 11 (58%) Strongly Agree / Agree 0.63 0.98 
5 (26%) Uncertain 
3 (16%) Strongly Disagree / Disagree 
PT 18 (53%) Strongly Agree / Agree 0.62 0.97 
13 (38%) Uncertain 
3 (9%) Strongly Disagree / Disagree 
The Occupational Therapists, Physical Therapists, 
and Speech Pathologists' comments for this statement were 
quite diverse and site specific. Many respondents felt 
that "[On-site administrative support was] . . . quite 
variable dependent [sic] on the site." While at some 
sites "everyone is cooperative, supportive, and catches 
the enthusiasm"; at other sites "administrative personnel 
are seldom to never there"; and " managers are not always 
available for discussion". 
One respondent who felt favorably about the on-site 
support said: "In my current settings I receive the 
support needed. I don't need too much unless there's a 
real problem since I'm very much a self-starter." A 
second respondent remarked that "[On-site]. . . support . 
. is generally by phone, and [is] always helpful and 
supportive. 
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Many respondents focused their comments on "the 
frequent changes in the administrative personnel causing 
disruptions" and "[On-site] administrators becoming 
ineffective in aiding therapists [when there are frequent 
changes,] that often have a direct effect on carry 
through." Another respondent stated: "There are times 
clients aren't available despite making appointments, 
etc.." 
Statement 17) I could perform my job better if the on¬ 
site staff, who are not professional 
therapists\pathologists, had a better 
understanding of what to expect from 
therapy services (Table 4.16 on page 175). 
No Significant Agreement or Disagreement 
Group Respondents Mean SD 
OT 12 (63%) Strongly Agree / Agree 0.58 0.75 
5 (26%) Uncertain 
2 (11%) Strongly Disagree / Disagree 
PT 20 (59%) Strongly Agree / Agree 0.88 1.02 
11 (32%) Uncertain 
3 (9%) Strongly Disagree / Disagree 
SP 9 (45%) Strongly Agree / Agree 0.35 1.11 
5 (25%) Uncertain 
6 (30%) Strongly Disagree / Disagree 
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The Occupational Therapists, Physical Therapists, 
and Speech Pathologists who generally agreed with this 
statement made various comments. Among these many 
respondents felt that the education of on-site staff is 
essential. "Yes - many times [the on-site, non¬ 
professional staff] are unclear as to what to do and what 
their needs realistically are. Many staff do not realize 
the impact therapy can have on the quality of someone's 
life." "More in-service time should be 
promoted\encouraged." "Regularly scheduled in-services 
[are] needed. I feel part of our role is to 
teach\educate which I enjoy. I think the answer is to 
provide the right incentives to non-professional staff to 
attend in-services." One therapist commented that carry 
over of therapy treatments could be increased through in¬ 
services. Another noted: "It is . . . my job to provide 
them with that better understanding - which I usually do 
and derive satisfaction from that. This in turn lends to 
more appropriate referrals and makes my job easier. 
Accordingly, many respondents wrote of the benefits of 
in-services and their ability to ". . • increase staff 
knowledge and understanding 
Some respondents pointed out the difficulties m 
the on-site staff and shared this attitude. educating 
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"It usually depends on the attitude of the on site staff 
whether professional or not." One commented that they 
have tried to keep up with in-services ". . . but 
generally the [on-site] turnover is so great I rarely see 
the same people for more than one month." Another 
respondent went on to say that "I don't believe if they 
knew my purpose if the quality of service would improve." 
Statement 18) In-service education for non-therapy staff 
who are involved with clients is an 
effective means through which knowledge 
about therapy services can be transferred 
(Table 4.17 on page 176). 
Mean SD 
1.15 0.96 
1.21 0.77 
1.15 0.81 
High Level of Agreement 
Group Respondents 
SP 16 (80%) Strongly Agree / Agree 
OT 15 (79%) Strongly Agree / Agree 
PT 25 (73%) Strongly Agree / Agree 
While Speech Pathologists, Occupational Therapists, 
and Physical Therapists strongly agreed with the benefits 
of in—services, they also provided examples of successful 
site specific in-services. The respondents were quick to 
point out the need for staff initiation and interest in 
working to overcome a problem: "The staff has to realize 
first that there's a problem and [they] must want to 
improve before education is really helpful." Thus, the 
success of an in-service "... depends on [management] 
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and [non-therapy staff's] commitment to carry out 
information and reinforcement of information." 
Numerous respondents shared the perspective that in¬ 
services are often ineffective and a waste of time. 
"When every . . . detail doesn't have to be in-serviced, 
when meaningless garbage has to be in-serviced, it 
devalues in-services in everyone's eyes except for the 
staff development department." When this occurs, the 
information, one respondent stated: "... often goes in 
one ear and out the other if supervisors do not reinforce 
what you have taught." 
A visual representation may be seen in the Sentiment 
Scale (Figure 4.2). 
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Figure 4.2 
Sentiment Scales Concerning 
On-site Therapy Locations 
14) The physical characteristics of a 
particular site influence the 
effectiveness of my therapy services. 
16) I receive the support of on-site 
administrative personnel that I need to 
deliver quality therapy services. 
17) I could perform my job better if the on¬ 
site staff, who are not professional 
therapists/pathologists, had a better 
understanding of what to expect from 
therapy services. 
18) In-service education for non-therapy staff 
who are involved with clients is an 
effective means through which knowledge 
about therapy ervices can be transferred. 
Statements Regarding Perceptions of Corporation X 
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Statement 19) My Corporation X's supervisors set a 
positive example for me in their 
commitment to quality services (Table 4.18 
on page 177). 
High Level of Agreement 
Group Respondents Mean SD 
SP 17 (85%) Strongly Agree / Agree 1.50 0.74 
OT 14 (74%) Strongly Agree / Agree 1.21 0.83 
PT 22 (65%) Strongly Agree / Agree 1.09 0.89 
Although the Speech Pathologists, Physical 
Therapists, and Occupational Therapists strongly agreed, 
the comments varied for this statement. Some therapists 
stated that they "see very little of my supervisors" or 
that there is "not much contact with [Corporation X]". 
One respondent indicated: ". . .1 rarely use 
[Corporation X] as a go between therefore I don't know if 
they set a positive example." Another respondent wrote: 
"I feel that more contact and feedback is needed. This 
is difficult to do with contracting services, but more 
feedback would help increase employee confidence and 
provide the company with information for improving 
services. Everyone would have a better idea of what is 
expected from both parties. 
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Other respondents praised the management staff. For 
example, one respondent wrote: "... [D] and [K] do a 
nice job!" Another stated: "[D] and [K] are fun, caring 
and very supportive human service oriented individuals! 
If I have a problem of any kind, even non-job related, I 
could easily go to them. I view them as friends as well 
as co-workers. I'm comfortable with them . . .." 
Statement 20) I am able to voice my professional opinion 
to Corporation X's Supervisors regarding 
therapy procedures without fear of being 
criticized (Table 4.19 on page 178). 
High Level of Agreement 
Group Respondents Mean SD 
SP 16 (80%) Strongly Agree / Agree 1.40 0.80 
OT 15 (79%) Strongly Agree / Agree 1.42 0.82 
PT 26 (77%) Strongly Agree / Agree 1.38 0.84 
The Speech Pathologists, Occupational Therapists, 
and Physical Therapists' comments directed towards this 
statement were varied. Many respondents made such 
comments as: "They have been terrific!" and "Always!". 
With regard to management: "Fairness and willingness to 
listen are the qualities I appreciate most in them in 
regard to my job;" "They listen, and if the procedures 
are those expected of me as a professional, they support 
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it . . and "I am looked at as a professional whose 
knowledge is important." 
Some respondents pointed out that they did not know 
if they could voice their professional opinion without 
fear of criticism. There comments included: "The 
occasion hasn't arisen" and "No answer at this time." 
Other respondents noted: "Sometimes [management] 
appears more interested in billable hours." 
Statement 21) I am able to meet my client's needs 
effectively under my current scheduling 
circumstances (Table 4.20 on page 179). 
High Level of Agreement 
Group Respondents Mean SD 
SP 13 (65%) Strongly Agree / Agree 0.80 1.03 
Some Speech Pathologists, Occupational Therapists, 
and Physical Therapists who agreed to this statement 
noted that scheduling was improving. For example, one 
respondent commented: "The scheduled hours are becoming 
more flexible to allow me to meet the client's need 
better." Other respondents felt good about their 
schedules because they scheduled their own clients. 
Several noted that their schedules are "ok" now that 
their hours have been cut back. 
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No Significant Agreement or Disagreement 
Group Respondents Mean SD 
OT 11 (58%) Strongly Agree / Agree 
6 (32%) Uncertain 
0.63 0.87 
2 (10%) Strongly Disagree / Disagree 
PT 18 (53%) Strongly Agree / Agree 0.53 0.95 
12 (35%) Uncertain 
4 (12%) Strongly Disagree / Disagree 
Of those comments provided by the Occupational 
Therapists, Physical Therapists, and Speech Pathologists 
who "Disagreed" or were "Uncertain", many are concerned 
about scheduling. One respondent wrote: "[My schedule] 
gets jammed, but it works out fine." Other respondents 
indicated the success of their schedules through the 
initiation of rescheduling on their own part. Of these, 
one respondent noted: "It varies, but currently I feel 
I'm short changing one of my sites due to time 
constraints." Two respondent added: "With more efforts 
from my side but I am satisfied" and "You invariably end 
up doing more work at home than planned on . . . for any 
of the contracts." 
A visual representation may be seen in the Sentiment 
Scale (Figure 4.3). 
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Figure 4.3 
Sentiment Scales Regarding 
Perceptions of Corporation X 
19) My Corporation X supervisors stet a 
positive example for me in their 
commitment to quality services. 
20) I am able to voice my professional opinion 
to Corporations X's supervisors regarding 
therapy procedures without fear of being 
criticized. 
I am able to meet my client's needs 
effectively under my current scheduling 
circumstances. 
Statement 21) 
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Statements Applying to Delivery of Therapy Services 
Statement 22) Therapists should assume responsibility 
for the delivery of quality services 
(Table 4.21 on page 180). 
High Level of Agreement 
Group Respondents Mean SD 
SP 18 (90%) Strongly Agree / Agree 1.35 0.79 
OT 16 (84%) Strongly Agree / Agree 1.26 0.71 
PT 27 (79%) Strongly Agree / Agree 1.15 0.88 
The majority of the Physical Therapists, Speech 
Pathologists, and Occupational Therapists who agreed that 
the therapists are responsible for the delivery of 
quality services provided such comments as: "Certainly! 
Who else's responsibility is it?" and "Therapists deliver 
it, they're responsible." 
However, other respondents felt that although 
therapists are responsible, the responsibility is shared 
with others. Their comments included: "Direct skilled 
therapy services, yes. On-site programs done by non 
therapy staff should be the primary responsibility of 
job-site supervisors to insure quality delivery." "The 
therapist should act as facilitator, the supervisor 
should be the direct monitor. 
Several respondents carried this point further when 
they stated: "To what degree they are able, yes . . . 
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but like anything else, many people are involved in the 
execution of a goal." 
They felt it is often difficult to provide quality 
therapy services in situations that they have no control 
over. Three respondents noted: "Yes, we should but we do 
not negotiate contracts or influence negotiations prior 
to being on site;" "Supervisors and administrators also 
should assume responsibility;" and "Administration shares 
a part." 
Statement 23) Clear goals and objectives are necessary 
for the delivery of quality therapy 
services (Table 4.22 on page 181). 
High Level of Agreement 
Group Respondents Mean SD 
SP 19 (95%) Strongly Agree / Agree 1.55 0.59 
PT 29 (85%) Strongly Agree / Agree 1.29 0.71 
OT 16 (84%) Strongly Agree / Agree 1.32 0.73 
The Physical Therapists, Speech Pathologists, and 
Occupational Therapists who strongly agreed with this 
statement suggested: "This is the only way to document 
progress and justify funding" and "Clear goals and 
objectives are useful if they are kept current and up to 
date." One respondent wrote: "Provided re-evaluation [of 
the goals occurs, so that they may be] suspended, 
modified or discontinued [should the need arise]." 
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Several respondents noted: "Sometimes it's not 
crystal clear initially but after a while it should be, 
or [you] better look really carefully." Thus, goals and 
objectives often evolve. One such example is provided by 
a respondent who stated: "Goals and objectives usually 
start out ambiguous and become specific upon the 
initiation of services." 
Statement 24) The documentation process is a useful part 
of delivering quality services (Table 4.23 
on page 182). 
High Level of Agreement 
Group Respondents Mean SD 
SP 18 (90%) Strongly Agree / Agree 1.30 0.64 
OT 15 (79%) Strongly Agree / Agree 1.05 0.69 
PT 25 (73%) Strongly Agree / Agree 1.06 0.91 
Although there was strong agreement with this 
statement among the three professional groups, the 
importance of paperwork varied in the eyes of different 
respondents. Many felt: "Documentation may not greatly 
enhance quality however it's vital [for] protection from 
lawsuits" or "Most documentation (where I work) is to 
'cover your self' therefore a good volume of the time is 
frequently spent away from actual therapy . . Others 
"There is too heavy emphasis on documentation indicated: 
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rather than developing one-to-one 'hands-on' skills in 
the on-site personnel\residential staff members." 
Many respondents pointed out the benefits of 
paperwork: "It is useful if it ever gets read, but 
documentation just for documentation's sake is a waste of 
time." "Some documentation is needed for goals and to 
keep on track - however some forms are a waste of time." 
Additional Comments were: "It depends on the 
process .... At times, it can be more of a 
hinderance\hassle - affecting time efficiency (direct 
service vs paperwork)." "Documentation in some form will 
always be necessary for the sake of accountability. The 
documentation is a useful part of delivering quality 
services until it replaces therapy services!" 
Statement 25) On-going professional growth is an 
important component of my work as a 
therapist (Table 4.24 on page 183). 
High Level of Agreement 
Group Respondents 
Mean SD 
SP 19 (95%) Strongly Agree / Agree 
1.60 0.58 
PT 29 (86%) Strongly Agree / Agree 
1.62 0.73 
OT 16 (84%) Strongly Agree / Agree 
1.53 0.75 
The Speech Pathologists, Physical Therapists, and 
Occupational Therapists who strongly agreed with this 
statement made many comments such as: 
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education is a must;" "I wish there were more 
opportunities for continuing education in this area;" and 
"If you aren't afforded growth or other opportunities, 
you won't be happy and it will affect your performance." 
Thus, the respondents "defined [professional growth] in 
many ways - not just enhanced clinical skills". 
Statement 26) My formal education prepared me to deliver 
therapy services of high quality (Table 
4.25 on page 184). 
High Level of Agreement 
Group Respondents Mean SD 
OT 16 (85%) Strongly Agree / Agree 1.16 0.67 
SP 17 (85%) Strongly Agree / Agree 1.35 0.73 
PT 27 (79%) Strongly Agree / Agree 0.97 0.89 
Many of the Occupational Therapists, Speech 
Pathologists, and Physical Therapists who felt that their 
education prepared them to deliver services of high 
quality indicated other contributing factors as well. 
Several commented: "Coupled with further training [it is 
effective]." "I have learned a great deal from my work 
experience and through contact with other professionals. 
Graduate school was mainly theoretical. Working has 
clarified much of the theory for me and increased my 
confidence." "At the time I came out of school I was 
well trained however it is impossible to keep up with 
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everything that is new. Therefore, I wish there was time 
to meet with other therapists to discuss cases." 
Some therapists pointed out that their education 
provided theory, but experience, continuing education, 
and workshops are essential in the continuing development 
and evolution of the therapist. 
Many of the respondents felt that although their 
formal education prepared them professionally, it was 
only the "beginning"; "Four years of college provided me 
with a basic foundation which needed to be built upon by 
further education and experience." Other respondents 
felt that their formal education had shortcomings. 
A visual representation may be seen in the Sentiment 
Scale (Figure 4.4). 
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Figure 4.4 
Sentiment Scales Applying to 
Delivery of Therapy Services 
22) Therapists should assume responsibility 
for the deliver of quality services. 
23) Clear goals and objectives are necessary 
for the delivery of quality services. 
25) On-going professional growth is an 
important component of my work as a 
therapist. 
26) My formal education prepared me to deliver 
therapy services of high quality. 
Statements Concerning Peer Involvement 
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Statement 27) My professional input is actively sought 
by other professionals (Table 4.26 on page 
185) . 
High Level of Agreement 
Group Respondents Mean SD 
PT 27 (79%) Strongly Agree / Agree 1.00 0.73 
OT 15 (79%) Strongly Agree / Agree 1.05 0.69 
SP 15 (75%) Strongly Agree / Agree 0.95 0.80 
Many of the Physical Therapists, Occupational 
Therapists, and Speech Pathologists who strongly agreed 
that their professional input is actively sought by other 
professionals made comments such as: "[It is ] dependent 
on individual rapport;" "More and more, it's startling;" 
"In my current settings, yes - more so with the more 
involved clients;" and "Although being a consultant it is 
difficult to always communicate on an as needed basis 
with other professionals, house meetings are usually the 
best place to communicate." 
Statement 28) I utilize informal peer feedback to assist 
me with problems that may arise during the 
delivery of therapy services (Table 4.27 
on page 186). 
High Level of Agreement 
Group Respondents 
18 (90%) Strongly Agree / Agree 
Mean SD 
SP 
1.25 0.62 
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Group Respondents Mean SD 
OT 14 (74%) Strongly Agree / Agree 1.21 0.83 
PT 25 (73%) Strongly Agree / Agree 1.09 0.85 
The majority of the Speech Pathologists, 
Occupational Therapists, and Physical Therapists who 
strongly agreed provided comments such as: "... I 
would really welcome peer in-servicing as there are many 
talented therapists on staff;" "When I don't know . . . 
[the solution] I do utilize this I think;" and "As much 
as possible, although frequently finding another 
therapist is difficult." This point is also presented in 
• the following comments: "When I can. However, my regret 
is not having a sense of the interdisciplinary team 
approach with ready access to other therapists as I once 
had in other jobs. [Temporary] positions don't lend 
themselves to that as easily. We need more staff 
gatherings whether they be in-house in-services or social 
gatherings;" "I do not usually come in contact with 
other professionals;" and "There is usually no time for 
formal feedback and informal feedback needs to be 
facilitated." 
Statement 29) Being a part of the on-site rehabilitation 
team is an important factor in my ability 
to deliver quality therapy services (Table 
4.28 on page 187) . 
High Level of Agreement 
142 
Group Respondents Mean SD 
PT 24 (73%) Strongly Agree / Agree 0.97 0.82 
SP 17 (85%) Strongly Agree / Agree 1.15 0.65 
Several of the Physical Therapists, Speech 
Pathologists, and Occupational Therapists pointed out 
that although being a part of a rehabilitation team is 
important, it is usually not feasible due to the time 
restraints set forth by the funding source for specified 
client contact: "This is an ongoing problem, because we 
often bill third party for therapists. . and "It is 
impossible to bill for time spent in team meetings, as a 
result we tend to have to work with staff individually as 
time allows. It's difficult to do, and consequently 
often is not done." 
No Significant Agreement or Disagreement 
Group Respondents Mean SD 
OT 11 (58%) Strongly Agree / Agree 0.58 1.14 
6 (32%) Uncertain 
2 (10%) Strongly Disagree / Disagree 
Some of the Occupational Therapists, Physical 
Therapists, and Speech Pathologists noted: "In the 
beginning [being a part of a team was an important 
thanks, being independent is better factor], but now, no 
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for me after [many] years." "Meeting with the team in 
one setting hasn't affected my quality of care and in the 
other settings I don't meet with the team for their own 
reasons." In addition, several therapists felt that they 
tended not to be seen as a part of the team because they 
are rarely represented. 
A visual representation may be seen in the Sentiment 
Scale (Figure 4.5). 
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Figure 4.5 
Sentiment Scales Concerning Peer Involvement 
Statement 27) My professional input is actively sought 
by other professionals. 
Statement 28) I utilize informal peer feedback to assist 
me with problems that may arise during the 
delivery of therapy services. 
Statement 29) Being a part of the on-site rehabilitation 
team is an important factor in my ability 
to deliver quality therapy services. 
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Open-ended Questions Regarding Professionals/ Perspective 
of Quality Therapy Services 
The therapists making up the three professional 
groups responded in a variety of ways to the three open- 
ended questions in the survey. Some responded with a 
descriptive word and others went to great efforts to 
explain their position. In order to present the data, 
the investigator has divided the responses into those 
made by each professional group. Within each 
professional group, the data have been organized into 
categories that are determined by frequency of 
occurrence. However, care has been taken to provide an 
accurate sample of the variety of responses provided by 
the therapists who responded to these questions. 
Question 30) As a therapist or pathologist, what are 
your feelings towards client appraisal of 
your therapy services? 
The first of the three open-ended questions elicited 
an assortment of replies from the three professional 
groups. Within each professional group, the data have 
been categorized into those of agreement, disagreement, 
and uncertainty. 
Q30) Occupational Therapists. Most of the 
Occupational Therapists viewed client feedback as useful 
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One therapist said: "Since the client is the most 
important 'team' member, their understanding and 
cooperation is of utmost importance." Others noted: "It 
is important for me that my clients are invested in my 
services and that I am aware of their priorities in 
treatment" and "Client input is essential and a valuable 
component of treatment." One therapist noted that client 
appraisal ". . . can be humbling, often insightful and 
helpful. Needs to be asked for sometimes. Valuable." 
The Occupational Therapists who felt that client 
appraisal of their therapy services was not of use 
attributed the lower functioning level of their client 
population as being a major problem. They made comments 
such as: "My students are too damaged to appraise [my] 
services." 
Some Occupational Therapists indicated that they did 
not know; one of them commented that it would be ". . . 
difficult to tell when dealing with the type of clients I 
treat." Another therapist said: "I hope the clients are 
at least comfortable with my services and that those of 
sound judgement see the benefit of my services and are 
satisfied with them." 
Q30) Physical Therapists. Almost all of the 
Physical Therapists felt that client appraisal could be 
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"very important" and that "... client appraisal could 
be used as a tool to improve our services or at least 
keep us informed of their perceptions." Another pointed 
out: "It should be requested by the therapist and 
listened to." 
Several pointed out the importance of feedback. 
They said: "I would welcome any feed back that would 
make my services better for my clients. I often get 
asked questions about specific clients and it is nice to 
know that staff trust you enough to make you their 
confidant" and "It is also important to meet the 
patient's goals and expectations. If the patient doesn't 
feel good about his or her therapy, I have not succeeded. 
I need feedback from the patients . . . [to find out if] 
the physical activities used in therapy programs are 
challenging or difficult. The patients do not 
participate in these activities happily, however most 
appear to be interested in improvement enough to 
participate actively. On-site staff appear to be 
satisfied with any work." 
One therapist noted: "In an out patient physical 
therapy setting, I feel the client's appraisal to be very 
important. If they are not content with [the] quality of 
care, they are probably not improving and they will 
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develop a poor opinion of physical therapists." 
A common observation was that although client 
appraisal is important, the subjective nature of any 
perspective must be taken into consideration. For 
example, one therapists said: "I think for the most part 
client appraisal is a good tool. However, I appreciate 
how subjective a patient's perception of quality services 
is- something such as scheduling, environment, equipment 
etc., are out of my control." Others stated: "[Client 
appraisal is] generally important, but not at MR sites" 
and "If the population is able, yes. It is important to 
determine effectiveness of treatments [and] modifications 
or changes to program." "I think it is good to have 
clients appraise and comment on the services rendered. 
Unfortunately, many clients don't know if the services 
rendered are appropriate or not. What they usually 
comment on is the therapist's personality and if he cares 
about them as a human being through his demeanor and 
communication. If he helps them improve, he must know 
what he's doing; if he doesn't, then they really don't 
know. Its like when you take your car to an auto 
mechanic." 
The Physical Therapists who did not benefit from 
client appraisal made the following comments about the 
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potential nature of client input: "They are more 
personality based rather than professional knowledge and 
delivery based;" "Not with this population [, they are 
too low functioning];" and "If the client is not feeling 
positive about his/her PT experience, then he is probably 
not feeling positive about himself." 
Q30 Speech Pathologists. Many Speech Pathologists 
felt that client appraisal is "Very important". Some of 
their comments included: "[Yes, it is] necessary. It is 
the client who knows more than the therapists (usually) 
about his or her own needs and wants. [They know what 
is] . . . most important in terms of goals and progress." 
Another stated: "I assume adult clients [do]. Kids base 
their appraisal on how much fun [it is] regardless of the 
goal or need" and "Adult client appraisal is of some 
value as it may give you more information about your 
personal styleXapproach to therapy. However, without the 
proper training/background/therapy to back up what you're 
doing and why, client appraisals should be viewed with 
some degree of caution." Some of the responding Speech 
Pathologists felt that client appraisal could be very 
professionally rewarding: "Client appraisal of my 
therapy services is very important in directing the 
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course of treatment and is frequently the strongest 
professional reward." 
Others, although they agreed, cautioned that "I've 
often seen appraisals become 'popularity contests' 
particularly with the geriatric population." 
The Speech Pathologists who indicated client 
appraisal would not be useful, cited the low functioning 
level of their clients as a primary reason for concern. 
For example, one pointed out: "I don't believe the 
clients I worked with could make appraisal of services do 
[sic] to their level of functioning;" "[My] clients are 
unable to do this;" and "Many of my clients are unable to 
ascertain the nature of my work." 
The Speech Pathologists who did not know if client 
appraisal would be useful made the following 
observations: "It could be important, I don t know, 
[but] probably not with this population" and "I don't 
think the clients I currently serve could accurately 
appraise my services but in many settings it would be 
helpful and appropriate. Certainly any strongly 
negative feedback should be considered regardless of the 
client population." 
Question 31) What are the three most important 
attributes of an effective therapist? 
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The therapists making up the three professional 
groups responded in a variety of ways to this open-ended 
question. Some responded with selected nouns, and others 
went to great efforts to qualify their choice of 
attributes. In order to present the data, the 
investigator has divided the responses into those made by 
each professional group. Within each professional group, 
the data have been categorized by similarity of 
attributes. Again, care has been taken to provide an 
accurate sample of the variety of data provided by the 
therapists who responded to this question. 
Q31) Occupational Therapists. Skill and knowledge 
base are named by many of the Occupational Therapists as 
two of the most important attributes of an effective 
therapist. One said: "an effective therapist must be 
able to appropriately assess a client's functioning 
level, determine client needs, and develop a treatment 
program if appropriate .... A therapist must be able 
to determine when services are no longer required, 
whether it be that a client has met goals or that the 
client is unable to meet such a goal as hoped [and update 
or modify the goals and services appropriately]." 
Several Occupational Therapists attributed a solid 
knowledge base as an essential foundation for any 
152 
accurate "understanding of diagnoses and possible 
treatments". Thus, "... assessment skills and 
treatment skills are important attributes of an effective 
therapist." 
Many Therapists noted the importance of updating 
one's skills. For example, one Occupational Therapist 
remarked that a ". . . willingness [to pursue] continuing 
education [is a] very important [attribute of an 
effective therapist]". 
Effective communication skills are mentioned as 
being an important attribute for effective therapists. 
"[An effective therapists has] the ability to communicate 
to others." A therapist needs "... positive 
communication [both] verbal and non verbal." 
Many of the respondents presented examples of the 
importance of communication skills. One said: 
"Communication skills, and [one's] ability to develop a 
rapport with clients [are important attributes of an 
effective therapist]." "The client needs to be shown 
that he\she can trust the therapist. The therapist needs 
to be flexible and able to make modifications as 
situations arise. Realistic goals should be addressed 
[that] utilize the time with clients in the most 
effective fashion." Another said: "Rapport with staff is 
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important [because] developing a relationship with staff 
involved in working with a client is often necessary for 
achieving maximum client gain. [When] there is follow 
through and carry over of programming, the clients seem 
to make the most gain." Yet another Occupational 
Therapist commented: "Good observation and listening 
skills are important attributes of an effective 
therapist." 
Many Occupational Therapists felt that self 
confidence and individual attitude are very important. 
One said: "You must believe that what you do is important 
and be caring." Still other Occupational Therapists 
pointed out the importance of humor and patience and 
their direct impact on a positive therapist / client 
relationship. 
Flexibility, too, was included as one of many of the 
attributes. One Therapist noted that therapists should 
have the ". . . ability to work in different 
environments. . . ". Several Therapists pointed out that 
"the ability to creatively find solutions to problems [is 
an attribute of an effective therapist] 
Lastly, Occupational Therapists pointed out that 
teamwork is a valuable attribute of an effective 
therapist. This is demonstrated in the following 
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comments: "The ability to network with other 
professionals to problem solve for the best possible 
treatment is most important" and "Working closely with 
all team members [and] giving the patient a holistic 
approach to treatment [is an important attribute of an 
effective therapist]." 
Q31) Physical Therapists. The Physical Therapists 
also felt that a "good working knowledge, therapy 
techniques, and skill” are important attributes of an 
effective therapist. For example, one Physical Therapist 
said: "A strong and wide base of clinical information 
supported by effective experience is an important 
attribute of an effective therapist." Others said: A 
knowledge base enables the therapists to best meet their 
individual client needs;" "[One must have] the ability 
to effectively utilize [knowledge] ... to meet your 
patient's particular needs;" and "These needs are met 
through a therapist's . . . ability to establish 
achievable goals and programs to reach those goals." 
Many Physical Therapists pointed out the importance 
of continuing education as an attribute of an effective 
therapist. Some of the comments were: "It is important 
to maintain an active interest in improving skills 
through peer contact, reading, and continuing education, 
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as well as [providing a] thoroughness in evaluation, and 
treatment." "Continuing education is essential, even 
when therapists are not reimbursed." "[Therapists must 
maintain a] . . . willingness to continually learn new 
techniques, and a willingness to know there is more than 
one way for the client to heal." "The ability to learn 
fast and apply knowledge broadens [one's] base of 
experience." 
Other Therapists echoed these statements: 
"Continuing education and seminars are investments;" It 
is through one's continuing education that ". . .a good 
solid base of knowledge, . . . high skill levels, strong 
background, and willingness to try new approaches 
[evolve]." 
Communication skill is mentioned as another 
important attribute of an effective therapist. "Being 
able to communicate, give clear instructions, and the 
ability to listen effectively. . .[are important 
attributes]." "Communication, what and why you are doing 
what you do so they understand, and listening [are 
important]." Other Physical Therapists noted as 
significant: "Communication, good patient rapport"; "The 
ability to work well and effectively with all kinds of 
people, patients and other personnel"; "Understanding 
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the point of view of the patients"; "Ability to relate 
to the client"; "Ability to communicate goals and 
objectives to patients or staff"; "Highly effective 
interpersonal skills"; and "[The] ability to teach 
others" . 
Several Physical Therapists included honesty as an 
important attribute of an effective therapist. 
As a group, many of the Physical Therapists felt 
that one's attitude towards her or his job plays a major 
impact on the effectiveness of a therapist's work. They 
commented as valuable: "The care of the human race in 
general"; "The ability to hold a vision of health, well 
being, and progress"; "Being open to anything being 
possible regarding the client's healing process"; The 
ability to let go of limiting thoughts on what a client 
may or may not be able to do with his\her disability , 
"Patience, empathy and support"; "Caring"; and "[A] high 
level of empathy while retaining objectivity . 
Understanding and flexibility are also important 
attributes as indicated by some of the Physical 
Therapists. They included as important: "Flexibility, 
[the] ability to adjust to new situations and deal with 
sudden changes"; "The ability to develop a wide variety 
of support service people to contact ; [Being] well 
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rounded, resourceful, and not afraid to seek out help if 
unable to answer questions"; "The ability to identify 
resources for problem solving and learning"; and "[The] 
ability to identify strengths/weaknesses and seek 
guidance appropriately". 
Lastly, Physical Therapists indicated that 
consistency was an important attribute of an effective 
therapist. For example, one said: "Well written and 
organized procedures towards therapeutic problems [are 
important]". 
Q31) Speech Pathologists. Many of the Speech 
Pathologists identified "knowledge base, treatment 
techniques, and skills" as important attributes for 
effective therapists. Several pointed out the importance 
of obtaining and maintaining one's knowledge base. They 
also noted important: "Knowledge of current effective 
diagnostic and therapeutic techniques"; "Being 
professional and knowledgeable about the field ; 
"Knowledge of communication disorders"; "Observation 
skills"; "Clinical training, experience, ability to 
learn and apply"; and the "Ability to create a realistic 
therapy program that client and staff are able to 
follow". 
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Among the responses of Speech Pathologists, the 
importance of continuing education is frequently found: 
"Good knowledge base, and on-going education"; 
"Willingness to learn form others as well as on-going 
education in weak areas"; and "Sound clinical training 
and on going education, staying current in field". 
Communication skills or ". . . interpersonal 
patterns with clients, staff, and families" is another 
attribute frequently mentioned by the Speech 
Pathologists. The Speech Pathologists pointed out the 
following important attributes: "[The] ability to 
establish a rapport and work effectively with a client"; 
"Listening to those who know the client best, 
professional and non-professional. Treat[ing] everyone 
with respect and let [ting] them know they have valuable 
information regardless of degree, [for] they can help you 
get the job done best"; "Interpersonal skills including 
respect for client ability to motivate and build self 
confidence"; "[The] ability to effectively communicate 
clients' needs and rationale to staff and clients"; and 
"[The] ability to educate staff, family members, etc. to 
carryover and facilitate progress 
Many Speech Pathologists indicated that one's 
Attitude is an important attribute of an effective 
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therapist. They noted it involved: "Concern about a 
client's well-being and progress"; "Patience"; "Demeanor 
and respect"; "Sensitivity to the client as a whole 
person and allowing the client to realize full 
potential"; "[Having a] sense of what you do is 
important"; "Dedication to a client's needs"; 
"Enthusiasm for one's clients and job"; and "Being a part 
of a team". 
Some Speech Pathologists commented that flexibility 
is an important attribute. Their list included: "[The] 
ability to try new techniques and strategies"; 
"Creativity"; "Flexibility and creativeness"; and the 
"Ability to change face and be creative". 
Statement 32) What are the three most important criteria 
that you use to determine the success of 
your therapeutic intervention? 
The last of the open-ended questions drew a variety 
of responses from the three professional groups. Some 
were brief and some were comprehensive in nature. As 
before, the data from each of the professional groups 
have been categorized by similarity of attributes and 
care has been taken to provide an accurate sample of the 
variety of these data. 
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Q32) Occupational Therapists. Several Occupational 
Therapists indicated that a change in functional level of 
the client is an important criterion in determining the 
success of the therapeutic intervention. Two such 
examples are: "[The] functioning level [is important;] 
where is the patient on the dependent to independent 
continuum?" and "The ability to maintain or increase the 
client's independence [is important]". 
Many Occupational Therapists pointed out that goals 
and objectives are important criteria. For example, 
their comments covered: "Patient goals and objectives 
[reviewed against the results of] testing and re 
evaluation of [current] performance [are important]"; 
"Visible signs of success and/or change"; "Reassessing 
the client through standardized or nonstandardized 
testing is a good way to assess if a client is making 
progress"; "[The] reviewing of adaptive equipment is 
important"; "Perform[ing] programs with clients and 
documenting gains or lack of progress"; "Referring back 
to documentation and performing programs with consistency 
helps to determine a client's functioning , Using 
objective measurements and [focusing on] improvement 
functional skills determines the success of my 
therapeutic intervention"; "If the attention to task 
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lengthens [after] each treatment, then effective 
treatment is accomplished"; and "[By the] completion of 
specific goals in treatment". 
Quite a few Occupational Therapists suggested that 
feedback is an important criterion for determining a 
successful therapeutic intervention. They pointed out as 
valuable: "Feedback from non-therapy staff, client, and 
client's family"; "The thought, feelings and ideas I hear 
from the client as well as changes I see both emotionally 
and physically"; "Changes in [the client's] status and 
attitude"; "Degree of change in the client, especially 
an increase in their independence"; "Client's 
willingness and ability to carry-over treatment 
activities outside of therapeutic situations"; "Team 
feedback"; "Talking with staff and reviewing data also 
helps"; and "Responses and feedback from staff and 
significant others, that may be collected by me through 
objective and subjective [techniques]". 
Q32) Physical Therapists. Many Physical Therapists 
demonstrated that a change in function is an important 
criterion in the determination of the success of an 
intervention. Their comments noting this importance 
covered: "Improvement in the quality of someone's life, 
such as evidence that the client has learned something 
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about his body"; "Increased participation of the clients 
with specified activities"; "Is the patient progressing 
at an appropriate rate?"; "Does the patient, family, and 
caregiver understand the goals and objectives and the 
particular disability?"; "Increased quality of life, 
decrease in pain, and increase in painless mobility"; 
"Client reaction [to treatment]"; "Progress of the 
client"; "Satisfaction of the client or client's 
family"; "Demonstration of understanding of procedures 
by client and or direct care staff"; "Patient's 
improvement of function and happiness"; "Have the 
clients' health improved? Have they reached their fullest 
potential?"; "Is the patient functioning at a higher 
level?"; "[On-going] communication between self and 
clients"; and "Is the patient educated so as to become a 
responsible participant in therapy?". 
Some Physical Therapists indicated that goals and 
objectives are important criteria in determining a 
successful intervention. They provided some of the 
following comments: "II utilize] measured progress by 
preset goals, quarterly reviews, and observation [to 
determine the success of a therapeutic intervention]"; 
"[Goals are important as they document a] patient s 
direct physical or functional improvement and\or arrest 
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of deterioration"; "Progress and achievement of goals"; 
"Attainment of therapeutic goals"; "Objective results"; 
"Meeting of goals"; and "Are the therapeutic goals met 
or exceeded?". 
Several Physical Therapists commented that feedback 
is an important criterion in determining successful 
interventions. Their comments included: "Feedback from 
staff, clients, and parents" and "Feedback from staff on 
the effectiveness of treatments [is important]". 
Other Physical Therapists pointed out that respect 
is an important criterion. For example: "Being 
respected clinically from others"; "[Having] clients 
increased functional ability [noticed]"; and "The volume 
of time given to my profession reflects my success as a 
professional" . 
A few Physical Therapists commented that personal 
satisfaction is an important criterion, too. Statements 
such as: "My feelings of self satisfaction following a 
direct treatment session [are important]"; "[Knowing] 
that I did the best I could with the knowledge and skill 
I have to make the client as independent as possible"; 
"[Asking myself:] 'Have I met all of the client s 
therapeutic needs?'"; "Understanding the pathology and 
how to treat it are important criteria that I use to 
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determine the success of my therapeutic intervention"; 
and "[Wondering] 'Have I used all appropriate knowledge, 
methods, and support available?'". 
A few Physical Therapists indicated that results are 
an important criterion. One Therapist summed it up best 
when she said: "Results! Results! Results!". 
Q32) Speech Pathologists. Many Speech Pathologists 
pointed out that a change in function is an important 
criterion in determining a successful intervention. They 
included as important: "[Increased] overall functional 
communication skills observed in a variety of settings"; 
"Successful assimilation into the mainstream"; 
"[Increased] client/patient motivation, and degree of 
carryover"; "Client is willing"; "Client's 
understanding and retention of goals"; "Client enjoys 
therapy"; "Overall increase in client's ability to 
function and increased independence"; and "Client 
progress". 
Several Speech Pathologists indicated that goals and 
objectives are important criteria for determining a 
successful intervention. They noted the following as 
significant: "I determine the success of my therapeutic 
intervention by looking at the progress measured by goal 
attainment"; "Documentation of progress"; "Test scores- 
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DATA , Prognosis considering all variables"; 
"Measurable improvement in target skills"; "On-going 
[formal] evaluation (data collection) as well as informal 
[evaluation] thorough observation of client - staff 
interactions, and data collection from staff"; "[Having] 
data and a strong knowledge base so that can be therapy 
designed for each individual"; "Measurable and 
observable change"; "[Asking if] goals and objectives 
were met"; and the "Obtainment of measurable 
objectives". 
Some Speech Pathologists noted that feedback is an 
important criterion in the determination of a successful 
intervention. They suggested this importance in comments 
such as: "Feedback from staff, clients, and family 
[indicating an] understanding of the problems and ways to 
address it"; "Progress as noted by staff, family, and 
self"; "Administrative support"; "Agency feedback"; 
"Client feels better about self"; "Client satisfaction"; 
and "Positive feedback from clients". 
Lastly, a few Speech pathologists pointed out that 
personal satisfaction is an important criterion in a 
successful intervention. One comment made by a Speech 
Pathologists stated it succinctly: "[There is 
satisfaction in my] own personnel professional knowledge 
of knowing what is right". 
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Table 4.7 
Perception of Job Importance 
Statement 8) What I do on my job is really important. 
Response PT 
No. % 
OT 
No. 
SP 
% No. % 
+2 Strongly 
Agree 11 32% 5 26% 8 40% 
+ 1 Agree 18 53% 10 53% 8 40% 
0 Uncertain 5 15% 4 21% 3 15% 
-1 Disagree 0 - 0 - 1 5% 
-2 Strongly 
Disagree 
0 — 0 - 0 - 
Total 34 100% 19 100% 20 100% 
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Table 4.8 
Perception of Job Satisfaction 
Statement 9) If I had the decision to make all over 
again, I would still become a therapist. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 13 38% 13 68% 5 25% 
+ 1 Agree 12 35% 2 11% 7 35% 
0 Uncertain 7 21% 4 21% 5 25% 
-1 Disagree 2 6% 0 - 2 10% 
-2 Strongly 
Disagree 
0 - 0 - 1 5% 
Total 34 100% 19 100% 20 100% 
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Table 4.9 
Similarity between Therapists and Corporation's 
Definition of Quality Services 
Statement 10) My own definition of quality services is 
the same as Corporation X's. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
Yes 27 79% 11 58% 16 80% 
No 0 — 1 5% 0 - 
No response 7 21% 7 37% 4 20 
Total 34 100% 19 100% 20 100% 
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Table 4.10 
Similarity between Therapists and On-site 
Personnel's Definition of Quality Services 
Statement 11) My expectations of quality therapy 
services is very different from the 
expectations of on-site personnel. 
Response 
Yes 
No 
No Response 
5 
24 
5 
% 
OT 
No. % 
SP 
No. % 
15% 6 32% 7 35% 
70% 6 v 32% 10 50% 
15% 7 36% 3 15% 
100% 19 100% 20 100% Total 34 
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Table 4.11 
Changes in Expectations over Time 
Statement 12) My expectations for myself in this job 
have changed since my first year as a 
professional. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 4 12% 2 11% 5 25% 
+ 1 Agree 14 41% 11 58% 9 45% 
0 Uncertain 9 26% 5 26% 1 5% 
-1 Disagree 6 18% 1 5% 3 15% 
-2 Strongly 
Disagree 
1 3% 0 — 2 10% 
Total 34 100% 19 100% 20 100% 
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Table 4.12 
Importance of Therapist's Attitude toward Client 
Statement 13) The single most important aspect of being 
a therapist is one's attitude toward the 
client. 
Response 
No. 
PT 
% 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 9 27% 5 26% 5 25% 
+ 1 Agree 11 32% 9 48% 9 45% 
0 Uncertain 10 29% 4 21% 3 15% 
-1 Disagree 4 12% 1 5% 2 10% 
-2 Strongly 
Disagree 
0 - 0 - 1 5% 
Total 34 100% 19 100% 20 100% 
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Table 4.13 
Influence of Physical Characteristics of Site 
on Therapy Effectiveness 
Statement 14) The physical characteristics of a 
particular site influence the 
effectiveness of my therapy services. 
Response 
No. 
PT 
% 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 5 15% 4 21% 2 10% 
+ 1 Agree 14 41% 7 37% 9 45% 
0 Uncertain 7 20.5% 5 26% 3 15% 
-1 Disagree 7 20.5% 2 11% 5 25% 
-2 Strongly 1 3% 1 5% 1 5% 
Disagree 
Total 34 100% 19 100% 20 100% 
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Table 4.14 
Influence of Client Population Characteristics 
on Therapy Effectiveness 
Statement 15) The characteristics of the client 
population influence the effectiveness of 
my therapy services. 
Response PT 
No. 
Yes 20 59% 
No 11 32% 
Response 3 9% 
34 100% 
OT 
No. % 
SP 
No. % 
11 58% 11 30% 
3 16% 5 55% 
5 26% 4 15% 
19 100% 20 100% Total 
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Table 4.15 
On-site Administrative Personnel Support 
Statement 16) I receive the support of on-site 
administrative personnel that I need to 
deliver quality therapy services. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+ 2 Strongly 
Agree 7 21% 4 21% 8 40% 
+ 1 Agree 11 32% 7 37% 7 35% 
0 Uncertain 13 38% 5 26% 3 15% 
-1 Disagree 2 6% 2 11% 1 5% 
-2 Strongly 1 3% 1 5% 1 5% 
Disagree 
Total 34 100% 19 100% 20 100% 
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Table 4.16 
Job Performance Relating to 
On-site Perception of Therapy Services 
Statement 17) I could perform my job better if the on¬ 
site staff, who are not professional 
therapists\pathologists, had a better 
understanding of what to expect from 
therapy services. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 13 38% 1 5% 4 20% 
+ 1 Agree 7 21% 11 58% 5 25% 
0 Uncertain 11 32% 5 26% 5 25% 
-1 Disagree 3 9% 2 11% 6 30% 
-2 Strongly 0 - 0 - 0 - 
Disagree 
Total 34 100% 19 100% 20 100% 
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Table 4.17 
Effectiveness of Non-therapy Staff In-service 
Statement 18) In-service education for non-therapy staff 
who are involved with clients is an 
effective means through which knowledge 
about therapy services can be transferred. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 14 41% 8 42% 9 45% 
+ 1 Agree 11 32% 7 37% 7 35% 
0 Uncertain 9 27% 4 21% 2 10% 
-1 Disagree 0 - 0 - 2 10% 
-2 Strongly 0 - 0 - 0 — 
Disagree 
Total 34 100% 19 100% 20 100% 
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Table 4.18 
Perceptions Regarding Corporation's 
Commitment to Quality 
Statement 19) My Corporation X supervisors set a 
positive example for me in their 
commitment to quality services. 
Response PT 
No. % 
OT 
No. o 'o 
SP 
No. % 
+2 Strongly 
Agree 15 44% 9 48% 13 65% 
+ 1 Agree 7 21% 5 26% 4 20% 
0 Uncertain 12 35% 5 26% 3 15% 
-1 Disagree 0 - 0 - 0 - 
-2 Strongly 
Disagree , 
0 — 0 — 0 — 
Total 34 100% 19 100% 20 100% 
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Table 4.19 
Ability to Voice Professional Opinion to Supervisors 
Statement 20) I am able to voice my professional opinion 
to Corporation X's supervisors regarding 
therapy procedures without fear of being 
criticized. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 21 62% 12 63% 12 60% 
+ 1 Agree 5 15% 3 16% 4 20% 
0 Uncertain 8 23% 4 21% 4 20% 
-1 Disagree 0 - 0 - 0 
- 
-2 Strongly 0 - 0 - 0 
— 
Disagree 
Total 34 100% 19 100% 20 
100% 
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Table 4.20 
Meeting Clients' Needs with Current Schedule 
Statement 21) I am able to meet my client's needs 
effectively under my current scheduling 
circumstances. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 5 15% 3 16% 6 30% 
+ 1 Agree 13 38% 8 42% 7 35% 
0 Uncertain 12 35% 6 32% 4 20% 
-1 Disagree 3 9% 2 10% 3 15% 
-2 Strongly 
Disagree 
1 3% 0 — 0 — 
Total 34 100% 19 100% 20 100% 
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Table 4.21 
Responsibility for Delivery of 
Quality Services 
Statement 22) Therapists should assume responsibility 
for the delivery of quality services. 
Response PT 
No. o o 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 14 41% 8 42% 10 50% 
+ 1 Agree 13 38% 8 42% 8 40% 
0 Uncertain 5 15% 3 16% 1 5% 
-1 Disagree 2 6% 0 - 1 5% 
-2 Strongly 
Disagree 
0 — 0 — 0 — 
Total 34 100% 19 100% 20 100% 
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Table 4.22 
Impact of Clear Goals and Objectives on Delivery 
of Quality Therapy Services 
Statement 23) Clear goals and objectives are necessary 
for the delivery of quality therapy 
services. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 15 44% 9 47% 12 60% 
+ 1 Agree 14 41% 7 37% 7 35% 
0 Uncertain 5 15% 3 16% 1 5% 
-1 Disagree 0 - 0 - 0 - 
-2 Strongly 
Disagree 
0 — 0 — 0 — 
Total 34 100% 19 100% 20 100% 
182 
Table 4.23 
Importance of Documentation in the 
Delivery of Quality Services 
Statement 24) The documentation process is a useful part 
of delivering quality services. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 13 38% 5 26% 8 40% 
+ 1 Agree 12 35% 10 53% 10 50% 
0 Uncertain 7 21% 4 21% 2 10% 
-1 Disagree 2 6% 0 - 0 - 
-2 Strongly 0 - 0 - 0 - 
Disagree 
Total 34 100% 19 100% 20 100% 
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Table 4.24 
Importance of On-going Professional Growth 
Statement 25) On-going professional growth is an 
important component of my work as a 
therapist. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 26 77% 13 68% 13 65% 
+ 1 Agree 3 9% 3 16% 6 30% 
0 Uncertain 5 14% 3 16% 1 5% 
-1 Disagree 0 - 0 - 0 - 
-2 Strongly 
Disagree 
0 — 0 — 0 
Total 34 100% 19 100% 20 100% 
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Table 4.25 
Influence of Formal Education on 
Quality Therapy Services 
Statement 26) My formal education prepared me to deliver 
therapy services of high quality. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 9 26% 6 32% 10 50% 
+ 1 Agree 18 53% 10 53% 7 35% 
0 Uncertain 5 15% 3 15% 3 15% 
-1 Disagree 1 3% 0 — 0 - 
-2 Strongly 
Disagree 
1 3% 0 — 0 ”” 
Total 34 100% 19 100% 20 100% 
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Table 4.26 
Professional Input Sought by Others 
Statement 27) My professional input is actively sought 
by other professionals. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 8 23% 5 26% 5 25% 
+ 1 Agree 19 56% 10 53% 10 50% 
0 Uncertain 6 18% 4 21% 4 20% 
-1 Disagree 1 3% 0 - 1 5% 
+2 Strongly 0 - 0 - 0 - 
Disagree 
Total 34 100% 19 100% 20 100% 
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Table 4.27 
Utilization of Informal Peer Feedback 
Statement 28) I utilize informal peer feedback to assist 
me with problems that may arise during the 
delivery of therapy services. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 13 38% 9 48% 7 35% 
+ 1 Agree 12 35% 5 26% 11 55% 
0 Uncertain 8 24% 5 26% 2 10% 
-1 Disagree 1 3% 0 - 0 - 
-2 Strongly 0 - 0 - 0 - 
Disagree 
Total 34 100% 19 100% 20 100% 
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Table 4.28 
Importance of Being a Part of an On-site 
Rehabilitation Team 
Statement 29) Being a part of the on-site rehabilitation 
team is an important factor in my ability 
to deliver quality therapy services. 
Response PT 
No. % 
OT 
No. % 
SP 
No. % 
+2 Strongly 
Agree 10 38% 4 21% 6 30% 
+ 1 Agree 14 35% 7 37% 11 55% 
0 Uncertain 9 21% 6 32% 3 15% 
-1 Disagree 1 6% 0 - 0 - 
-2 Strongly 
Disagree 
0 — 2 10% 0 — 
Total 34 100% 19 100% 20 100% 
CHAPTER V 
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 
Introduction 
In this chapter the summary, conclusions, and 
recommendations are presented. The summary draws 
together: 1) the focus of the study, 2) the design of the 
study, and 3) the research data. Accordingly, the 
conclusions and recommendations will be drawn from the 
summary. 
Summary 
Focus of Study 
The data collected from 73 of 107 questionnaire 
respondents (68% return) are presented and analyzed in 
this study. The population for this study constituted 
the therapy professionals employed by a private 
rehabilitation corporation based in southern New England. 
Corporation X employs Physical Therapists, Occupational 
Therapists, and Speech Pathologists. The study commenced 
in November of 1989. 
The purpose of this exploratory study has been 
to find out if there is sufficient agreement among 
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rehabilitation therapists as regards to indicators of 
quality in order to add this perspective as a dimension 
of quality assurance in a system that currently relies 
primarily on cost containment and risk management to set 
standards. Incorporating the findings obtained from the 
therapists into a quality assurance program could provide 
a greater assurance of quality for private rehabilitation 
organizations, as well as meet the expectations and needs 
of the consumer and provider within the guidelines set by 
a funding source. This process will be assisted by: 1) 
identifying some definitive benchmarks of quality (i.e., 
concrete manifestations of quality that can be identified 
and measured) and 2) obtaining information from 
therapists regarding their judgments of these definitive 
benchmarks of quality. 
Design of Study 
The exploratory nature of the study involved the 
application of quality assurance knowledge from a variety 
of work origins to three therapy professions within a 
specific private rehabilitation agency. 
The rehabilitation professionals' perspective 
regarding characteristics of quality therapy services was 
acquired through the administration of a questionnaire 
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focussing on: 1) individual expectations and attitudes 
regarding the provision of guality therapy services, 2) 
the impact of on-site therapy locations on the 
professionals' ability to provide quality therapy 
services, 3) the influence of Corporation X's management 
staff on the professionals' provision of quality therapy 
services, 4) the impact of the documentation process on 
the delivery of quality therapy services, and 5) the 
impact of peer involvement on the provision of quality 
therapy services. In addition, a profile of these 
professionals was acquired from the responses to the 
demographic questions in the survey. There was a 68% 
rate of return-to the questionnaire. 
Research Data 
Profile of Respondents. The demographic questions 
enabled the researcher to identify some important 
independent variables. The possible impact of these 
variables must be taken into consideration when 
interpreting the results of this study. 
Sixty percent of the respondents indicated that they 
are part-time employees, and 40% indicated that they are 
full-time employees of Corporation X. A significant 
majority (70%) of the Speech Pathologists noted that they 
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part time employees, 63% of the Occupational 
Therapists are part-time employees, and 53% of the 
Physical Therapists are part-time employees. 
Approximately 81% of the respondents indicated that 
they come into contact verbally or in writing with 
Corporation X's management staff one time per week, or 
less. 
A majority (71%) of the respondents visit from one 
to two sites during the week, and more than a quarter 
(28%) visit three or more sites per week. Twelve percent 
of the respondents indicated that site visits did not 
apply to them. 
Over half (58%) of the respondents reported that 
they spend one hour per day traveling between therapy 
sites, and 36% spend four or more hours per day traveling 
between sites. 
A significant majority (70%) of the Speech 
Pathologists spend one hour per day traveling between 
therapy sites. 
Over half (55%) of the respondents indicated that 
they treat five or fewer clients per day, and a third 
(33%) treat from six to ten clients per day. A 
significant majority (69%) of the Occupational Therapists 
as well as half (50%) of the Physical Therapists and half 
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(50%) of the Speech Pathologist treat five or fewer 
clients per day. 
A clear majority (62%) of full-time employees 
indicated that their most frequently visited sites are 
facilities for the mentally retarded; their next (52%) 
most frequently visited sites are nursing homes. Among 
the part-time employees the pattern was somewhat 
different. Forty-one percent of the part-time employees 
reported that their most frequently visited sites are 
group homes; their next (32%) most frequently visited 
sites are facilities for the mentally retarded. 
The high percentage of therapists who are employed 
on a part-time basis, the average number of sites visited 
per week for each respondent, and the low weekly amount 
of contact that the study population has with the 
management staff of Corporation X are independent 
variables that should be considered when interpreting the 
results of this study. They bring to light a high degree 
of independence and autonomy on the part of the survey 
population. 
Furthermore, these independent variables suggest 
that the source of quality services for Corporation X is 
derived from the perspectives, beliefs, commitment, 
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responsibility, and professionalism of their employed 
rehabilitation therapists. 
The following independent variables also indicate a 
presence of flexibility in the study population. Many of 
the respondents visit multiple sites, spend time 
traveling between therapy sites, and come into contact 
with different types of clients, who themselves exhibit a 
variety of therapy challenges. These data further imply 
that there is a heterogeneous nature to the responding 
population. 
Response Data. A summary of the forced-choice 
response data is taken from the analysis of the Likert 
type and dichotomous statements. The commentary focuses 
only on those data from which significant statistical 
patterns emerged. Thus, the data are drawn from 
seventeen of the twenty-two statements in the 
questionnaire. Lastly, a summary of the responses to the 
three open-ended questions is given. 
The results of this study indicate high levels of 
agreement among the rehabilitation professionals 
collectively as well as among the three professional 
groups separately. The presence of a High Level of 
Agreement may be seen in the collective responses of the 
to eleven of the twenty-two three professional groups 
194 
statements for which 65% or more of the respondents 
indicated agreement with the statement. The presence of 
High Level of Agreement also may be seen in many of the 
separate responses of the three professional groups to 
five of the twenty-two statements for which 65% or more 
of the respondents indicated agreement with the 
statement. Only in one of the 22 statements was there 
present a High Level of Disagreement by one of the 
professional groups in which 65% or more of the 
respondents indicated disagreement with the statement. 
First the collective results and then the separate 
results are presented. Results indicating collective or 
separate insignificant levels of response to the 
statements are not presented. 
The majority of the Occupational Therapists, 
Physical Therapists, and Speech Pathologists indicated 
that: 1) what they do on their job is important, 2) in- 
service education for non—therapy staff involved with 
clients is an effective means of transferring knowledge 
regarding therapy services, 3) Corporation X's 
supervisors set a positive example in their commitment to 
quality therapy services, 4) they are able to voice their 
professional opinion to Corporation X's supervisors 
regarding therapy procedures without fear of being 
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criticized, 5) therapists should take responsibility for 
the delivery of quality therapy services, 6) clear goals 
and objectives are necessary for the delivery of quality 
therapy services, 7) the documentation process is a 
useful part of the delivery of quality services, 8) on¬ 
going professional growth is an important component of 
their work as therapists, 9) their formal education has 
prepared them to deliver therapy services of high 
quality, 10) their professional input is actively sought 
by other professionals, and 11) they utilize informal 
peer feedback to assist them with problems that may arise 
during the delivery of therapy services. 
In addition to these eleven areas of agreement, the 
majority of the Occupational Therapists indicated that: 
1) they would go into their chosen profession if they had 
to make the decision over again, 2) their personal 
expectations have changed since their first year as 
professionals, and 3) the single most important aspect of 
being a therapist is one's attitude towards the client. 
In addition to the eleven areas of agreement, the 
majority of the Physical Therapists indicated that: 1) 
they would go into their chosen profession if they had to 
make the decision over again, 2) their definition of 
quality is the same as Corporation X's, 3) their 
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expectations of quality therapy services are not very 
different from the expectations of on-site personnel, and 
4) being a part of an on-site rehabilitation team is an 
important factor in their ability to deliver quality 
therapy services. 
In addition to the eleven areas of agreement, the 
majority of the Speech Pathologists indicated that: 1) 
their personal expectations have changed since their 
first year as professionals, 2) the single most important 
aspect of being a therapist is one's attitude towards the 
client, 3) they receive the support of the on-site 
administrative personnel they need to deliver quality 
therapy services, 4) their definition of quality is the 
same as Corporations X's, 5) they are able to meet their 
client's needs effectively under their current schedules, 
and 6) being a part of an on-site rehabilitation team is 
an important factor in their ability to deliver quality 
therapy services. 
Open-ended Questions. When replying to the first of 
the three open-ended questions about how important client 
appraisal is to a therapist, collectively, all the 
professionals found client appraisal of therapy services 
to be of value with many from each separate group noting 
the variability of the feedback. The latter mostly 
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involved the usefulness of client feedback heavily 
relying on the functional ability of the client. 
When replying to the second of the three open-ended 
questions about what are the three most important 
attributes of an effective therapist/pathologist, the 
three separate professional groups responded with 
additional or different attributes than the three groups 
collectively. Collectively, the groups indicated that 
skill and knowledge base, involvement in continuing 
education, effective communication skills, and 
flexibility are all important attributes of an effective 
therapist. 
The Occupational Therapists also indicated teamwork, 
self confidence, humor, and patience as being important 
attributes of an effective therapist. 
In addition, the Physical Therapists selected 
therapy techniques, consistency, honesty, one's attitude, 
and understanding as being important attributes. 
The Speech Pathologists added treatment techniques 
and one's attitude as being important. 
When responding to the last open-ended question 
about what are the three most important criteria that 
they use to determine the success of their therapeutic 
interventions, collectively, the three professional 
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groups indicated that change in the client's functional 
level, achievement of goals and objectives, and client or 
significant other feedback were the most important. 
In addition, the Physical Therapists noted that they 
determine the success of their therapeutic interventions 
by personal satisfaction, results, and the level of 
respect shown by others for their work. 
The Speech Pathologists additionally reported that 
personal satisfaction is an important component in 
determining the success of their therapeutic 
interventions. 
The results of this study are beneficial in three 
ways. Despite the heterogeneous nature of the survey 
population, the data offer 1) areas of agreement as well 
as disagreement of Occupational Therapists, Physical 
Therapists, and Speech Pathologists regarding their 
collective perspective of characteristics that affect 
quality therapy services and their separate professional 
group perspectives of characteristics that affect quality 
therapy services. 
In addition, the definitive benchmarks of quality 
therapy services highlighted by this study may be 
utilized by the organization studied or other service 
professions in 2) the establishment of desirable work 
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environments as well as the implementation and refinement 
of recruitment processes through recognition of employee 
needs and interests. 
Finally, this study is 3) a contribution to the 
available literature on the assessment of quality as it 
applies to private rehabilitation. These data suggest 
that a heterogeneous group may reach a consensus with 
regard to quality attributes of a therapy professional, 
and the results have implications for a system that 
traditionally focuses on time and money as a means for 
determining quality. 
At this point in time, it is impossible to determine 
the extent to which the utilization of benchmarks 
identified in this study would have on a quality 
assurance program in a rehabilitation organization. A 
test group would be needed to identify and monitor the 
impact that incorporation of these benchmarks would have 
on quality efforts. Ramifications may exist for quality 
assurance programs based on the idea of total quality 
control or quality assessment. 
Conclusions 
The purpose of this exploratory study has been to 
find out if there is sufficient agreement among 
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rehabilitation therapists regarding indicators of quality 
to warrant adding this perspective as a dimension of 
quality assurance in a system that currently relies 
primarily on cost containment and risk management to set 
standards. Incorporating the findings obtained from the 
therapists into a quality assurance program could provide 
a greater assurance of quality for private rehabilitation 
organizations, as well as meet the expectations and needs 
of the consumer and provider within the guidelines set by 
a funding source. This process has been assisted by: 1) 
identifying some definitive benchmarks of quality (i.e., 
concrete manifestations of quality that can be identified 
and measured), and 2) obtaining information from 
therapists regarding their perceptions of these 
definitive benchmarks of quality. 
In view of the findings that reflect a high degree 
of agreement approaching consensus (65%) , the researcher 
concludes that the practitioners' perceptions of quality 
and quality indicators inform quality assurance. This 
conclusion is reinforced by the fact that consensus was 
reached among three groups with diverse profiles (see 
limitations below). 
The results of this study have disclosed seventeen 
benchmarks of quality involving rehabilitation therapists 
as a collective group. They are divided into four 
categories for presentation. 
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1) Benchmarks that focus on the importance of 
preparatory and ongoing education: 
• existence of formal education that 
prepares therapists 
• development of effective skills and 
knowledge bases 
• investment in developing ongoing 
professional growth 
• involvement in continuing education 
• transference of knowledge via in- 
service to non-therapy staff involved 
with clients 
2) Benchmarks that focus on communication skills: 
• presence of clear goals and objectives 
• documentation of results 
• utilization of informal peer feedback 
for problem solving 
• solicitation by others for 
professional input 
• ability to voice professional opinions 
to supervisors without fear of 
criticism 
3) Benchmarks that focus on attitude: 
• awareness that what one does is 
important 
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• presence of supervisors who set 
positive examples in their commitment 
to quality 
• adoption of responsibility for quality 
therapy services 
• flexibility as an important attribute 
of effectiveness 
4) Benchmarks that focus on the success of 
therapeutic interventions: 
• change in client's functional level 
• achievement of goals and objectives 
• feedback from non-professional staff 
working with clients, significant 
others, or from clients if they are 
functional 
Implications 
The criteria utilized in the measurement of these 
benchmarks vary; some of the benchmarks may be measured 
through outcome criteria, and others rely on process 
criteria for measurement. While benchmarks that are 
based on outcome criteria may be ultimately valuable, 
other benchmarks that are based on process criteria may 
effectively increase the utility of the outcome criteria. 
The first category of identified benchmarks includes 
preparatory and ongoing education. Indications of the 
amount, nature, and quality of a professional's 
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preparatory education is, of course, placed in evidence 
in their transcripts and recommendations. Ongoing 
education may be measured by the frequency and the extent 
to which a professional pursues continuing education. 
The extent to which an individual remains current by 
utilizing continuing education courses, seminars, and 
workshops can be documented easily. Similarly, the 
investment that an organization has in the quality of 
their employees also can be measured. This can be 
accomplished by focusing on the degree to which an 
organization sponsors, encourages, or accommodates its 
employees' involvement in continuing education. The 
utilization and encouragement of continuing education 
fall into the realm of outcome criteria and are easy to 
measure. 
The degree to which an individual's investment in 
ongoing education has impact on the quality of services 
provided falls into the area of process criteria. 
Accordingly, this aspect of the benchmark may be 
difficult to measure directly. However, indirect 
measures can be utilized. For example, through ongoing 
professional growth, professionals are able to expand 
their base of knowledge. This, in turn, extends the 
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variety of clients and conditions that the professional 
is able to treat effectively. 
There are specific communication benchmarks 
identified in the second category that may be recognized 
easily but difficult to measure objectively. They too 
fall into the realm of process criteria. One such 
example may be seen in the clarity of goals and 
objectives and the thoroughness of documentation. While 
an individual may recognize the presence or absence of 
clear goals, objectives, and documentation, it would be 
difficult to measure the exact degree of clarity and 
thoroughness. 
Similarly., the benchmarks that focus on the degree 
to which an individual is able to communicate with peers, 
supervisors, and non-professionals by utilizing or 
providing feedback also fall into the realm of process 
criteria. These benchmarks may be identified but are 
difficult to quantify. 
The third category, benchmarks that focus on the 
professional's attitude, are easy to identify and 
difficult to measure. If an individual has a poor 
attitude, it is generally recognizable. The extent to 
which an individual has a poor attitude, however, may be 
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very difficult to determine. These benchmarks of quality 
concern process criteria. 
The final category of benchmarks focus on the 
success of therapeutic interventions. These benchmarks 
are measurable because success is determined by a change 
in a client's performance level. 
As previously stated, quality assurance is becoming 
increasingly important in that segment of the health care 
industry where private rehabilitation organizations 
provide occupational therapy, physical therapy, and 
speech pathology services on a contractual basis to 
institutions and other facilities. Yet, there is little 
evidence that any of these private rehabilitation 
organizations have included the professional perspectives 
of their therapists in defining the criteria for quality 
services. 
The benchmarks identified in this study could be 
utilized by Corporation X in a variety of ways. These 
benchmarks could be integrated into the quality assurance 
program and be: 1) directly applicable to the atmosphere 
surrounding Corporation X, 2) a critical component of the 
ongoing recruitment process (e.g., incoming professionals 
could be screened with respect to the definitive 
benchmarks of quality), 3) a means for measuring current 
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employees, and 4) a way to review and modify its own 
strategy with respect to professional development as well 
as communication and identification with the therapists. 
Limitations 
Many of the limitations identified in this study are 
related directly to the heterogeneous nature of the 
respondents. It should be pointed out, that in light of 
these limitations, there was considerable agreement with 
respect to the identification of the benchmarks. 
The eclectic nature of the part-time population 
reveals several limitations. The first limitation is 
that it becomes very difficult to determine the impact of 
Corporation X on the part-time therapist's provision of 
therapy services because of potential outside influences 
beyond the scope of the study. While the results of the 
survey indicated a presence of quality within Corporation 
X, it is unrealistic to conclude from the results that 
the driving force behind Corporation X's quality of 
therapy services is Corporation X. It is also impossible 
to determine from the data collected if the 
characteristics of quality identified within this study 
have been acquired by the professional staff from 
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Corporation X or from the professionals' bringing these 
characteristics of quality to Corporation X. 
A second limitation of this study has to do with the 
number of sites Corporation X's professionals provide 
therapy services to in which mentally retarded 
individuals with physically disabilities are present. 
A third limitation may also be attributed to the 
number and variety of sites encountered by the 
professional staff. It is difficult to determine the 
impact that the number and the types of facilities 
visited has on the ability of the therapist to perform 
quality therapy services. As the data that address 
client population influencing the effectiveness of 
therapy serviced were inconclusive, it is impossible to 
determine the influence that this possible population 
bias could have on the identification of benchmarks of 
quality. 
Lastly, the very nature of several of the benchmarks 
are themselves limitations. Those benchmarks that are 
focused on process criteria are very difficult to 
measure, thus impacting the value of the data. 
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Recommendations 
The evolution of quality assurance programs and 
concepts continues to emerge. While industry has had its 
impact on the evolution of quality control and quality 
circles, the health care field has had a significant 
impact on the evolution of quality assurance programs. 
There are currently many other work situations that 
are seeking out and meeting the quality challenge. One 
such example is a large metropolitan YMCA located in 
western Massachusetts, a traditional non-profit 
organization. 
The field of education also is beginning to apply 
A 
the concepts of quality. For example, William Glasser's 
(1990) article in Phi Delta Kappan focuses on the 
applicability of W. E. Deming's theories within a school 
system. 
There are many recommendations for further research 
that may be drawn from the conclusions, data, and 
literature. While some of these recommendations may be 
relatively easy to address, others are complex and would 
require extensive research. Regardless, these 
recommendations may be applied to either the health care 
field or to the field of education. Eight of these 
recommendations are as follows: 
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1) An exploratory study that focuses on the 
identification of definitive benchmarks of 
quality from a teacher's perspective utilizing 
the benchmarks or a variation of the benchmarks 
identified in this study. It would seem, given 
the independent nature of the teaching 
profession, that such a study could be 
replicated in the educational environment. 
2) A correlation study that focuses on the impact 
that ongoing continuing education has on a 
student population. 
3) A correlation study that focuses on quality of 
the documentation process with respect to the 
"teaching" ability of the teacher. 
4) An exploratory study that focuses on the impact 
of the utilization of the identified benchmarks 
of quality in a private rehabilitation 
organization has on that organization. 
5) A comparative study in which full-time 
teachers' perceptions of quality as they apply 
to the classroom are compared to part-time 
(substitute?) teachers' perceptions of quality 
as they apply to the classroom. 
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6) A correlation study in which the relationship 
between the degree of identification an 
individual has with an organization and the 
amount of contact the employee has with the 
organization's management is examined. 
7) A comparative study in which one group of 
teachers would receive professional development 
in areas identified by teachers as definitive 
benchmarks of quality. The control group would 
receive no special attention with regards to 
these definitive benchmarks. After tracking 
the two groups over a period of time, the 
impact of the teaching efforts of both groups 
would £e evaluated from multiple perspectives; 
student, parent, and administrator. 
8) An exploratory study that focuses on the impact 
that using the definitive benchmarks of quality 
as criteria integrated into the hiring process 
has on the quality of the incoming staff. 
APPENDIX A 
QUALITY ASSURANCE IN INDUSTRY 
Quality assurance requires several prerequisites as 
conceptualized by Fallon (1983). 
1) Knowledge of the organizational goals and what 
the organizational purpose is 
2) Awareness of the values that are the basis for 
accomplishing the organizational goals 
3) Knowledge of the economic environment and 
strategies 
4) Development a relationship with the people who 
will be directly affected in order to obtain 
the goals 
5) Maintenance of an understanding of how people 
are expected to preform 
6) Selection of the most appropriate 
organizational structure for the attainment of 
organizational feed back 
7) Description of the quality assurance process 
(task), the planning stages, the delegation of 
authority (very similar to management by 
objectives) for maximum clarity 
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APPENDIX B 
PSRO MODEL FOR MEDICAL CARE EVALUATION 
Steps 1-9 represent the process taken to identify, 
address, and resolve problems as conceptualized by 
Goran et al. (1975). 
1 - Develop a profile analysis, and concurrent 
review 
2 - Implement PSRO/MCE 
3 - Determine study objectives 
4 - Establish criteria and standards for evaluation 
5 - Design study 
6 - Data Collection (i.e., medical records, UR) 
7 - Develop reports 
8 - Analyses results, if deficient, revise critria 
and standards to be used in concurrent 
review 
9 - Develop corrective plan, notify affected 
organization or department, they will 
implement corrective plan, and begin the 
process from the start 
10 - Restudy and return to 2 
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APPENDIX C 
QUALITY ASSURANCE PROGRAM IN 
MENTAL HEALTH FIELD 
Quality assurance within the mental health field 
defined as a series of steps by Elder et al. (1983). 
- Identification of potential problems 
- Selection of data sources and identification of 
variables 
- Collection of baseline data 
- Intervention 
- Evaluation of results 
✓ 
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APPENDIX D 
SURVEY OF CHARACTERISTICS OF QUALITY SERVICES 
FROM A THERAPIST'S PERSPECTIVE 
November, 1989 
With the approval and support of Corporation X, I am 
writing to ask your assistance in identifying 
characteristics of quality in the delivery of therapy 
services from the perspective of the therapist/ 
pathologist. The responses to this exploratory survey 
will be utilized to focus on quality as it applies to 
this private rehabilitation organization. 
By responding to the following questionnaire, you will 
enable me to identify characteristics of quality therapy 
services that will be helpful to both Corporation X and 
to my research as a doctoral student. 
Your individual responses will be kept confidential. I 
am looking for group responses to several selected issues 
that are related to quality services. I am sending this 
questionnaire to all of Corporation X's therapy staff, 
and the results will be shared with you and other 
professional personnel in Corporation X. 
I believe that in order to provide quality services in 
the future, we must, as an organization, be aware of the 
issues surrounding quality from a therapist's perspective 
and not rely solely on the documentation process or other 
external means that are traditionally utilized to measure 
quality services. 
Please respond to every statement with your personal 
opinion. It should take about fifteen minutes to 
complete this questionnaire. 
When you have completed the questionnaire, please return 
it to me in the enclosed addressed and stamped envelope. 
I would appreciate receiving your response no later than 
November 23, 1989. Thank you for your cooperation, par¬ 
ticipation, and assistance with this important endeavor. 
David Eve 
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SURVEY OF CHARACTERISTICS OF QUALITY SERVICES 
FROM A THERAPIST'S PERSPECTIVE 
November, 1989 
Copyright © 1989 by David A. Eve 
To begin, please respond to a few questions about your 
position with Connecticut Therapies, Inc.. 
1. What is your professional discipline? 
_ Speech Pathology 
_ Physical Therapy 
Physical Therapy Assistant 
_ Occupational Therapy 
_ Registered Occupational Therapy Assistant 
2. 
3. 
How many times per week do you come in contact 
(verbal or written) with Corporation X's management 
staff? 
1 
2-4 
or more 
o£her than above, specify. 
During an average week, how many hours do you 
perform therapy services? 
_ 10 or less hours 
11-19 hours 
20-40 hours 
More than 40 hours 
4. How many sites do you visit during the week? 
_ 1 
2 
_ 3 
4 or more 
NA 
5. What types of sites do you visit? 
Clinic 
Facility for persons with mental retardation 
Public or private school system 
Nursing home 
Group home 
Hospital 
If other than above, specify. 
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Excluding the time spent traveling from your home to 
work, how many hours per day do you usually spend 
traveling between therapy sites? 
less than 1 hour 
2-3 hours 
more than 3 hours 
NA 
7. How many clients do you see per day (average)? 
_ 5 or less 
6-10 
_ 11-20 
If more than 20, specify. 
Next, please respond to some statements pertaining to 
therapy expectations and attitudes. 
8. What I do on my job is really important. 
12 3 4 
Strongly Agree Uncertain Disagree 
Agree 
/ 
Comment: 
5 
Strongly 
Disagree 
9. If I had the decision to make all over again, I 
would still become a therapist. 
1 2 
Strongly Agree 
Agree 
3 4 5 
Uncertain Disagree Strongly 
Disagree 
Comment: 
10. My own definition of quality services is the same as 
Corporation X. 
Yes No 
If no, how is it different? 
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11. My expectation of quality therapy services is very 
different from the expectations of on-site 
personnel. 
Yes No 
If yes, how are they different? 
12. My expectations for myself in this job have changed 
since my first year as a professional. 
1 2 3 4 5 
Strongly Agree Uncertain Disagree Strongly 
Agree Disagree 
If so, how have they changed? 
13. The single most important aspect of being a 
therapist is one's attitude towards the client. 
1 .2 3 4 5 
Strongly Agree Uncertain Disagree Strongly 
Agree ' Disagree 
Comment: 
Next, please respond to a few statements concerning on¬ 
site therapy locations. 
14. The physical characteristics of a particular site 
influence the effectiveness of my therapy services. 
1 2 
Strongly Agree 
Agree 
3 
Uncertain 
4 5 
Disagree Strongly 
Disagree 
Comment: 
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15. The characteristics of the client population greatly 
influence the effectiveness of my therapy services. 
Yes No 
If yes, how are your therapy services influenced? 
16. I receive the support of on-site administrative 
personnel that I need to deliver quality therapy 
services. 
1 
Strongly 
Agree 
2 
Agree Uncertain 
4 5 
Disagree Strongly 
Disagree 
Comment: 
17. I could perform my job better if the on-site staff, 
who are not professional therapists, had a better 
understanding of what to expect from therapy 
services. . 
1 2 3 4 5 
Strongly Agree Uncertain Disagree Strongly 
Agree Disagree 
Comment: 
18. In-service education for non-therapy staff who are 
involved with clients is an effective means through 
which knowledge about therapy services can be 
transferred. 
2 
Agree Uncertain 
4 5 
Disagree Strongly 
Disagree 
1 
Strongly 
Agree 
Comment: 
Next, please respond to a few statements regarding 
Corporation X. 
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19. My Corporation X's supervisors set a positive 
example for me in their commitment to quality 
services. 
1 2 3 4 5 
Strongly Agree Uncertain Disagree Strongly 
Agree Disagree 
Comment: 
20. I am able to voice my professional opinion to 
Corporation X's supervisors regarding therapy 
procedures without fear of being criticized. 
1 2 3 4 5 
Strongly Agree Uncertain Disagree Strongly 
Agree Disagree 
A 
Comment: 
21. I am able to effectively meet my clients' needs 
under my current scheduling circumstances. 
2 3 4 5 
Agree Uncertain Disagree Strongly 
Disagree 
1 
Strongly 
Agree 
Comment: 
Next, please respond to a few statements about your 
delivery of therapy services. 
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22. Therapists should assume responsibility for the 
delivery of quality services. 
1 2 
Strongly Agree 
Agree 
3 4 5 
Uncertain Disagree Strongly 
Disagree 
Comment: 
23. Clear goals and objectives are necessary for the 
delivery of quality therapy services. 
1 2 3 4 5 
Strongly Agree 
Agree 
Comment: * 
< 
Uncertain Disagree Strongly 
Disagree 
/ 
24. The documentation 
delivering quality 
process is a 
services. 
useful part of 
1 2 3 4 5 
Strongly Agree 
Agree 
Uncertain Disagree Strongly 
Disagree 
Comment: 
25. On-going professional growth is an important 
component of my work as a therapist. 
2 
Agree 
4 5 
Disagree Strongly 
Disagree 
1 
Strongly 
Agree 
Comment: 
3 
Uncertain 
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26. My formal education prepared me to deliver therapy 
services of high quality. 
1 2 
Strongly Agree 
Agree 
3 4 5 
Uncertain Disagree Strongly 
Disagree 
Comment: 
Next, please respond to several statements concerning 
peer involvement. 
27. My professional input is actively sought by other 
professionals. 
1 2 
Strongly Agree 
Agree 
3 
Uncertain 
4 5 
Disagree Strongly 
Disagree 
Comment: „ 
/ 
28. I utilize informal peer feedback to assist me with 
problems that may arise during the delivery of 
therapy services. 
1 2 
Strongly Agree 
Agree 
3 4 5 
Uncertain Disagree Strongly 
Disagree 
Comment: 
29. Being a part of the on-site rehabilitation team is 
an important factor in my ability to deliver quality 
therapy services. 
3 4 5 
Uncertain Disagree Strongly 
Disagree 
1 
Strongly 
Agree 
Comment: 
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And lastly, would you please take a few moments to 
respond with your own perceptions about quality therapy 
services? 
30. What are the three most important attributes of an 
effective therapist/pathologist? 
1. 
2. 
3. 
31. As a therapist or pathologist, what are your 
feelings toward client appraisal of your therapy 
services? 
32. What are £he three most important criteria that you 
use to determine the success of your therapeutic 
intervention? 
1. 
2. 
3. 
This completes the questionnaire. Thank you for your 
time and cooperation. Please return the completed 
questionnaire no later than November 23, 1989. 
APPENDIX E 
STANDARD DEVIATION FOR GROUP RESPONSES 
Question # PT OT SP 
Question 8 
Question 9 
Question 12 
Question 13 
Question 14 
Question 16 
Question 17 
Question 18 
Question 19 
Question 20 
Question 21 
Question 22 
Question 23 
Question 24 
Question 25 
Question 26 
Question 27 
Question 28 
Question 29 
SD = 0.66 
SD = 0.91 
SD = 1.00 
SD = 0.98 
SD = 1.06 
SD = 0.97 
SD = 1.02 
SD = 0.81 
SD = 0.89 
,SD = 0.84 
Sl/= 0.95 
SD = 0.88 
SD = 0.71 
SD = 0.91 
SD = 0.73 
SD = 0.89 
SD = 0.73 
SD = 0.85 
SD = 0.82 
SD = 0. 69 
SD = 0. 82 
SD = 0. 71 
SD = 0. ,89 
SD = 1. .09 
SD = 0 .98 
SD = 0 .75 
SD = 0 .77 
SD = 0. 83 
SD = 0. 82 
SD = 0. 87 
SD = 0. 71 
SD = 0. 73 
SD = 0, .69 
SD = 0 .75 
SD = 0 .67 
SD = 0 .69 
SD = = 0 .83 
SD = 1.14 
SD = 0. 85 
SD = 1. 11 
SD = 1. 28 
SD = 1. 09 
SD = 1. 22 
SD = 1, .10 
SD = 1 .11 
SD = 0 .96 
SD = 0 .74 
SD = > 0 
o
 
00
 
•
 
SD = 1.03 
SD = 0.79 
SD = 0.59 
SD = 0.64 
SD = 0.58 
SD = 0.73 
SD = 0.80 
SD = 0.62 
SD = 0.65 
223 
APPENDIX F 
MEAN FOR GROUP RESPONSES 
Question # PT OT SP 
Question 8 M = 1.18 M = 1.05 M = 1.15 
Question 9 M = 1.06 M = 1.47 M = 0.65 
Question 12 M = 0.41 M = 0.74 M = 0.60 
Question 13 M = 0.74 M = 1.05 M = 0.75 
Question 14 M = 0.44 M = 0.58 M = 0.25 
Question 16 M = 0.62 M = 0.63 M = 1.00 
Question 17 M = 0.88 M = 0.58 M = 0.35 
Question 18 M = 1.15 M = 1.21 M = 1.15 
Question 19 M = 1.09 M = 1.21 M = 1.50 
Question 20 ,M = 1.38 M = 1.42 M = 1.40 
Question 21 M — 0.53 M = 0.63 M = 0.80 
Question 22 M = 1.15 M = 1.26 M = 1.35 
Question 23 M = 1.29 M = 1.32 M = 1.55 
Question 24 M = 1.06 M = 1.05 M = 1.30 
Question 25 M = 1.62 M = 1.53 M = 1.60 
Question 26 M = 0.97 M = 1.16 M = 1.35 
Question 27 M = 1.00 M = 1.05 M = 0.95 
Question 28 M = 1.09 M = 1.21 M = 1.25 
Question 29 M = 0.97 M = 0.58 M = 1.15 
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APPENDIX G 
MODE FOR GROUP RESPONSES 
Question # PT OT SP 
Question 8 M = +1 M = +1 M = +1, 
Question 9 M = +2 M = +2 M = +1 
Question 12 M = +1 M = +1 M = +1 
Question 13 M = +1 M = +1 M = +1 
Question 14 M = +1 M = +1 M = +1 
Question 16 M = 0 M = +1 M = +1 
Question 17 M = +2 M = +1 M = -1 
Question 18 M = +2 M = +2 M = +2 
Question 19 M = +2 M = +2 M = +2 
Question 20 = +2 M = +2 M = +2 
Question 21 M **= +1 3 II + h* M = +1 
Question 22 M = +2 M = +2 M = +2 
Question 23 M = +2 M = +2 M = +2 
Question 24 M = +2 M = +1 M = +1 
Question 25 M = +2 M = +2 M = +2 
Question 26 M = +1 M = +1 M = +2 
Question 27 M = +1 M = +1 M = +1 
Question 28 M = +2 M = +2 M = +1 
Question 29 M = +2 M = +1 M = +1 
+ 2 
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